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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


Q4E8 


CERTIFICATE OF DEATH 


00458 


Reg, Dist. No. 


1. PLACE OF DEAT 
Soer MARYLAND 


CARROBE. 3, 


2. Se ae (Where deceased lived. if institution: Residence before odmission) 
oe. Fa ‘ b, COUNTY 
Maryland Carroll 


b. CITY OR TOWN (if outside corporote limits, wrile | ¢. LENGTH OF STAY IN Ib 


XK ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


WE wanpsor RUE 9 yrs. ||Rurel R.D. 1 New Windsor 
a Dr Ranedm {If not in hospital, give street address) d. STREET ADDRESS [" REID INGE 
Re se Reda ves i] No 
3. erences First Middle # Lost 4. ke Month Doy Yeor 
(ype or print) §= GERTRUDE M. ALBERT biatH J ANUAry 21 __1960 


5. SEX 6. COLOR OR RACE |7. MARRIEDSS] NEVER MARRIED ime 
Female Cau. winoweo] _—snivorceo] {A 


ve kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 


I 100. USUAL Ceabey (Gir i s- 
1 luring WV Of working , even if relires 
HoOtfPenLre? a 


Domestic 


. DATE OF BIRTH 


es BSE lie yeas IF UNDER 1 YEAR| IF UNDER 24 HRS. 
gst bitthdey) T Month: i 
ugust 24 1891 62 nr) [Months] “Days | Hours | Min 
11. BIRTHPLACE (Stote or foreign country) 
Maryland, Fredérick C 


12. CITIZEN OF WHAT COUNTRY? 


- U.S.A. 


13. FATHER'S NAME 
David Glass 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 


(es, no, oF unknown) UE yer, give wor oF dates of service) 


17. INFORMANT 


Walter J. Albert New Windsor 


14. MOTHER'S MAIDEN NAME 
Cora Horton 


Address 


R.D.1 Md 


18, CAUSE OF DEATH [Enter only one cause per fine for (0}, (b), ond {c}.] 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE {0} 


d DUE TO 


Conditions, if any, which ) 
gove rise lo immediote 


couse (0), stoting the under. ( CUETO 
lying couse lost. ( 


INTERVAL BETWEEN 
ONSET AND DEATH 


OR CONTRIBUTING Cgayst OF DEATH 
(iF EITHER, NOTIFY MEt iL EXAMINER) 


20a, ACCIDENT WAS_UNDERLYING [1] 20b. DESCRIBE HOW INJURY OCCURRED. 


Past fi. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a}]19. ear AUTOPSY 


ERFORMED? 


yes 1]_No ig” 


(Enter noture of injury in Port 1 or Port Il of item 1B.) 


MEDICAL CERTIFICATION 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 
Hour a. n. While Not white 
p.m. 19 lot work [J ot work [] 


21. | certify that | attended the deceased from.___._F_L 
j 


alive ie Rf ss, 19 
gomatn 471, 2) A Ofc Zp 
Satie  M. E. ROBERTSON M.D, 


and that death occurred at_ ZZ 


20e, PLACE OF INJURY (Home, farm, }20f. (Cily or town) (County) {Stote) 
factory, street, office bidg., etc.) i 
‘ 
Prem Ss + to, ALL LO, 19... sthat | last sow the deceased 


‘M, from the causes and on the dote stated above. 


Zo. BURIAL, ies ea ‘Z2b. DATE THEREOF 2c. NAME OF CEMETERY OR 
. 
Bub tat Jan.25 196) Linganore 


23. FUNERAL DIRECTOR'S SIGNATURE 


C. M. WALTZ 


ADDRESS (Street, city or town, stote) 2 DATE SIGNED 
yy . é // / 
1D. mala betel Matewan cle Si iw 
CREMATORY 2d. LOCATION (City, town, or county) (Stote) 
Frederick County Md. 


ho, REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
at JAN 27 60 Cokin Tew 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
B4G0 CERTIFICATE OF DEATH 


00459 


Reg. 
7 my 
a 3 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If insitution: Residence before admission) 
heh ae 2. COUN arroll maryiann |} °° 90 PeSouryy Y 
ees b. CITY OR TOWN (If outside corparate limits, write} ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If autside corporate limits, write RURAL and give nearest tawn) 
8 sa RURAL and give nearest town) _ 
BE $ : a 
: SS aa ke e =5ma d | Raltimore DN 4 
&»: 2 d. NAME OF HOSPITAL (if not in hospital, give street address) d, STREET ADDRESS 1S RESIDENCE 
—— OR INSTITUTION ON _A FARM? 
g 25 j 2309 Arunah Avene #16 ves ONO 
4 eae springfie 
iJ ec 
£5 3. NAME OF Middl lost 4. DATE Manth Yeor 
je DECEASED isi : OF = oy “ 
% = 8 (ete erdinand Arnreich al 20__19 
ees 5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED JX] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR]IF UNDER 24 HRS. 
= a= i birthday) [Months] Doys | Hours | Min. 
3 i Val wipoweo [J Divorced [] 10-5-188 7. yrs. 
2 8. T0a. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
aie during most af working life, even if retired) 
b Bes Fish business -- Maryland USA 
13 o 2 & 13, FATHER’S NAME M 14. MOTHER'S MAIDEN NAME 
<5 ; 
B coteae Ferdinand Arnreich Charlofte Augusta Johnson 
Ber 
2 $ é 3 Wi WAS DECEASED EVER IN U. 5. ARMED FORCES? |16. SOCIAL SECURITY NO. | INFORMANT ‘Address 
= aee 5, no, OF unknown) (it yes, give wor or dates of service) 
8 . i unknown unknown Hospital Records 
=) ee L, 
3 8 = 7 ]18. CAUSE OF DEATH [Enter only ane cause per line far (0), (b), and (c)-] Br ANS BES 
po ae i . PART I. DEATH WAS CAUSED BY: j af 
Bee IMMEDIATE CAUSE (0). Coronary Occlusion mane 
5 fF? 4- af DUE TO 
5, 
= 22> Conditions, if ony, which (o 
$ BES gove rise to immediate 
PSG cause (a), stating the under. ( OUE TO 
o £44 ing couse last. (c) 
© 50ers 2 BYE ily Ss ee ea EE EE eee 
23850 Zz Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|19. WAS AUTOPSY 
aeaEs > 12 : ae ao PERFORMED? 
ean = General paresis. ves] No] 
2co2e2 ¥ 
Rotsé = ]200. ACCIDENT WAS UNDERLYING C]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il of item 18.) 
~s£ @HOe i 
Z3$e: & |OR CONTRIBUTING CO CAUSE OF DEATH 
Zes25 © | (UF EITHER, NOTIFY MEDICAL EXAMINER) 
0 a ee 2 
Zoges & |20c. TIME OF INJURY Manth, Day, Year ]20d, INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or tawn) (County) (State) 
2559s a Mote oa tre hike mauNemende factory, street, office bldg., etc.) | 
Esi7§ z pom, 19 Jot wark [] at work [J H 
2758 : 
2 z2 3a 21. | certify that | attended the deceased fram. 1953, Pisce eS20 panes at | last saw the deceased 
ot = 3 5 alive an_ a, ee _, and that death accurred at_4 LS R fram the causes and on the date stated abave. 
ws 2 o 
me O35 & ADDRESS (Street, city or town, stote) Po SIGNED 
w@5e: ACTUAL MW U\ Springfield State Hospital 1-20-1960 
s% 225 SIGNATURE St. VA AMADA M0. P 
faze } } \ ? 
a U i ‘ 2 
z$g25 NAME (tyeoh on Nizarlkowsky, M. Sykesville, Maryland 
ht Co ie sss eee 
B38 3 i a 22a. RS eae 2b. DATE THEREOF Qc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, ar caunty) (State) 
“2 1 . 
ToL es Buriat” | 1/23/60 Lorraine Park Cemetery Woodlawn, Maryland 
ee 24b, REGISTRAR’S SIGNATURE 


Cnithua &£. Heart, 


<s 
a 


23. FU DIRECTOR SIGNATURE P Ape ESS, v3 2ao. REC'D BY REGISTRAR 
sae ay LEZ et dog D6 0a Bese 17 |pan an 22°80 
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+) CERTIFICATE OF DEATH 


460 


ad 
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~ 3 
S 3 1, PLACE OF DEATH vy UsuAR FESIDENICE (Where deceased lived. If institution: Residence before odmissian) 
& £ 9. COUNTY et Y VOLE ‘aabyranib a. STA b. COUNTY 
= Ss b. CITY OR TOWN UF ouhide co AOD. limits, write Je. aero rip a STAY INIb jon, ide corporate init, wile RURAB gpd give neateat Yow) 
5 neapest $0. 
®: ery : SP D2 OVE Vol-¢ 
2 4. NAMP!OF HORPAAL (IF notin Roxie. giye sire Z d. STREET ab ae «: IS RESIDENCE 
S Ly Fe ES, Viee WV. MGA ves] NO] 
5 3. NAME OF Mar Lost 4. Date Month Do Year 
- {Type oF print WG fy vile SKE WY beam Mes, Pov 960 
2 5.56 7) es ORR 9 7. MARRIED LJ NEVER MARRIED [] |®8. DATE OF BIRTH 9. RGE (In years [FUNDER YEAR]IF UNDER 24 HRS. 
: ionths 
g . WIDOWED pivorceo [] —/ _ [88 oO Z q yes. Pex, 
mi Oe USUAL OCCUPATION [Give kind of work dane] 0b. KIND OF BUSINESS OR INDUSTRY 11. BIRTHPLACE (State a5 foreign country) 12. CITIZEN OF WHAT COUNTRY? 
4 luring fi 
ag ] W Pies eae i) (al Carré mae : 
2 & 13. FATHER'S NAME CZ, 4. OTHER'S MAIDEN NAME 
38 d Out Car é 
eg = 
88 15, WAS DECEASED EVER IN U. 5. ARMED FORCES? |16, SOCIAL SECURITY NO. | INFORMANT Z adress 
as (Yes, 20, oF unknown) | It yes, We dates of service} Dp, A A e. df». ry 
© IN 3 
2 


18. CAUSE OF DEATH [Enter only one couse per line far (a), (b), ond (<)-] INTERVAL BETWEEN 


= PART | DEATH WAS A988 CHROMIC ARTEBIOSCLEROTIC HEAR Wears 
2 Haa. put ZOROWA RY ART ERIOSCLEROS/S PIBEPRSE Years 
Conditions, if ony, which (©) 


couse (0), stating the under- ( OUE TO 


gave rise to immediote | 


DING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs afteg 


€ lying couse lost. a) 
g a ‘ant II. OTHERSHGNIFICANT CONPTTIONS CONTRIBUTING TO DEATH BUT NOT RELATE} INPART 1ia}|19. WAS AUTOPSY 
3 9 PERFORMED? 
x 4 4 
= 12] < Cale way AV Ak Fk Yor eat } -| vs xoO 
2 © [[20a. ACCIDENT WAS UNDERLYING BY 206. DEL RTE HOI ORY OCPD Uebel fe P > Z E : 
3 & | OR CONTRIBUTING L) CAUSE OF DEATH z 
5 5 | (IF EITHER, NOTIFY MEDICAL EXAMINER) f0 
co & [20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, form, | 20f. (City or town} (County) (Stote) 
S a Hour While Not while. foctory, street, office bldg, etc.) | 
5 2 p.m 19 lat work [1] ot work CJ Ai H yy 
G 

3 21. | certify, we ! Ge the deceased ar. SS & epg PEOL REE S, ,19@Ghat | last saw the deceased 
2 

alive an_, whe __, and that death accurred ats, AZ £M, fram the causes and an the date stated abave. 


ESS (Street, ay ar tawn, stote) DATE SIGNED 


‘* 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and campletely filled in by the 


wn Bert Pikibe fe Ok a os 


the registrar priar ta burial, crematian, ar remaval, and in any event wi 


page 3 shauld be detached far use as the burial-transit permit. 


Pa ee PN oe rr er a lib. 
oe / 
2 PHYSICIAN'S Keo EE EP 
Ze NAME (Type) ONITANTS NV / | Kf ae eee EN 
a 
3 38 2a. BURIAL CHEMATION, 2b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (Stote) 
Si EMOVAL (Speci be Si : 
af Bux ie £-£2-60 | mokeLanD mem 2Tinzekk ___makyhpnl) 
i 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATU! 


3 
& 
te 
a 

= 


pareNAN 1 3 '60 thon & Feat 


15M 9/58 ten Cook- Cook; . 6009 FO Porat, Kal. 
V 


A, 


f MARYLAND STATE DEPART! ENT. OF HEALTH—BALTIMORE, 18 
fp ] tem le rilmG255 l-27-00 et m 64 
/ Q462 CERTIFICATE OF DEATH nev, pn, nol) UL 
ie { re . Dist. Ne. 
a 5 3 Nay 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
& ge SE epee a: marviano ||? STE Maryland b. county Carroll 
eo ie 3 b. ee eae (lf — ee limits, write} ¢, LENGTH OF STAY IN 1b c. CITY OR TOWN [IF outside corporote limits, write RURAL ond give neares! town) 
g e2 Taneytown 2 Weeks wy Taneytown 
3 = d. NAME OF HOSPITAL (If nat in ho: P¥ah give street address) } d. STREET ADDRESS e. IS RESIDENCE 
3S * OR INSTITUTION ¢ en ON A FARM? 
2 3S A 47 Frederick Street 47 Frederick Street ves 1] No 
oO s e 
ae J 3. NAME OF First Middle lost 4. DATE Manth Do, Yeor 
- DECEASED “ * 1 
% (ype or ein Donald William ia 6 he bam January 22 19 0 
So S, SEX 6. COLOR OR RACE |7. MARRIED RK] NEVER MARRIED [-] I 8. DATE OF “5 9. AGE (In years [IF UNDER 1 YEAR|IF UNDER 24 HRS. 
=, 7 last biethday) [Months] Doys | Hours] Min. 
Male White |wivoweoQ  ovorceoO) | Feburary 14, 1908 5] yn. 


10a. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stole of foreign country} 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Real Estate Salesman Real Estate Pennsylvania ‘im 
13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
William Aughinbaugh Nora Bowman 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? 


i 3 : ED FORCES? |16. SOCIAL SECURITY NO. 17. INFORMANT Aaarei 
Mey Sd OEY Teng 
| 173-03-0699|Mrs. Donald W. Auginbaugh, Taneytown, Md. 


NO 
18. CAUSE OF DEATH [Enter only ane cause per line far {a}, (b). and {ch} INTERVAL BETWEEN. 
ONSET AND DEATH 
yA 


EATH WAS CAUSED 8 e. 
PART 1. DI ‘AUS! NY: 
IMMEDIATE CAUSE (0). 2 ter ec LSlo rs. 


yf aM DUE TO F : 
Conditions, if ony, which w eum ate H eark VY, sease Chy. 


gove rise to immediate 
couse (0). stating the under ¢ OVE TO 
lying couse lost. ta 


Paat Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION. GIVEN IN PART Io) |19. WAS AUTOPSY 
j mi ear eae aa iS a a i % PERFORMED? 
Lotte p cht S$. Chvente hatre. evkeiwctea Ys No 


200. ACCIDENT WAS_UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter dature Af injury in Port | or Part I of item 18.) 
OR CONTRIBUTING () CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or tawn) (County) (Stole) 
Hour om. While Not. while foctory, street, office bldg., etc.) ! 
p.m. 19 lot work [1] of work [J 


: 

H 
21. I certify thaht attended the deceased from M/Z W920, ta) [2 Z=___., 19 O,that | lost sow the deceased 
HM, fram the causes and an the date stated abave. 


alive on__.-). erly 22 ee 
ADDRESS (Street, city or town, stote) TE SIGNED 
M.D. F4 te Miveesfe oy. Jars (2¥e) 


\\ 


it 


7 


Then please remove carban papers. 


‘ar attending physician. 
; After this certificate has been signed by the attending physician and completely filled in by ! 


MEDICAL CERTIFICATION 


1 haspi' 


TO FUNERAL DIRE‘ 


d 


. 
PHYSICIAN'S 
NAME (Type) IK > 


~ 


eo. Vawg ie Ub 


the registrar priar ta burial, cremation, ar remaval, and in any event within 72 haurs after death. 


page 3 shauld be detached far use as the burial-transit permit. 


may be retai 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 


Ne 
eo. RRGUA ‘Wb. DATE THEREOF Zc: NAME OF CEMETERY OR CREMATORY Md. ‘ATION {City, town, or county} {Stote) 
specify) 
B A January2§1960/St. Joesph Cemeter Taneytown, Maryland 
23, FUNERAL DIRECTOR'S SIGNATU! ADDRESS Zao. REC'D BY REGISTR: ‘Dab. REGISTRAR'S SIGNATURE 
Vs A15 (4) y?7.2 A FAAS JAN 25 6 pakin a bo 
1SM 10/57 QO $\& Son ane d DATE 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
0471 CERTIFICATE OF DEATH ic tne 


. PLACE OF DEATH o rs RESIDENCE (Where deceased lived. If institutian: Residence befare admission) _ 
o. STATE 


a. COUNTY ; MARYLAND Maryland. » COUNT Beltimore  ~ 


b. CITY OR TOWN (If autside corporate limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest tawn) 
RURAL and give nearest town) 


ke o 6Yr.3Mo.15Days Baltimore, Waryland. 3vo/-¥ 
d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS. e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 


State Hospital 433 East 95 th Street, ves [] No B4—~ 


* DECEASED ge indi lost 4. DATE Manth Dey ‘Year 


Greece tas: Young Bachtell Beara i= 31 __1960 


5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] | 8. DATE OF BIRTH 9: ACEI years IF UNDER 1 YEAR| IF UNDER 24 HRS. 


Female Whitelwwowen fh} — vivorceo 9-14-72 87m. 


100, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most af warking life, even if retired) 


ousewife Own Home West Virginia U. S.A. 
13, FATHER'S NAME 14, MOTHER'S, MAREN DAMA & 


*Gekkenx  Bollar 


18. WAS DECEASED EVER IN U. S. ARMED coil SOCIAL SECURITY NO. INFORMANT Address 


eo se No Hospital Records 


18. CAUSE OF DEATH [Enter only ane cause per line for (0), (b), and (c)-] INTERVAL BETWEEN 


PART I, A s 2 
Th DEATH ONEDIATE CAUSE fol Coronary Occlusion 2 Hours 
* DUE TO 


Conditions, if ony which o. Arteriosclerotie Heart Disease Years. 
ave rise ta immediate 

estan {0}, stoting the under- { DUE TO 
lying cause last. (c) 


Past Il, OTHER SIGNIFICANT CONDITIOI ONTRIBUTIQIG TO DEATH BUT OT RELATED Tt TH! ree INAL DISEA‘ IN 8 IN IN PART I(a)|19. WAS AUTOPSY 
met BEY pie PANEL t PERFORMED? 
CBE Erg EE SS: wi Bh aeet a: bE ain ge hse O ete Bs¥e ce reacticdnysg no 
200. ACCIDENT WAS UNDERLYING [1] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Port | or Port Il of item 18.) 


OR CONTRIBUTING 1] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


f20c. TIME OF INJURY Manth, Doy, Year ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or tawn) (County) (Stote) 
Hour a. m. While Not while foctory, street, office bldg., etc.) | 
p.m. lot wark [] at wark t 


jleath. Poge 4 


~ 
G 


Pages 1 and 2 should be filed with, 


C) 
pa 


se remove corbon popers. 


in 72 hours afte, 


Then 


| or ottending physicion. 


+ After this certificate hos been signed by the attending physician ond completely filled in by the funerol director, 
MEDICAL CERTIFICATION, 


page 3 shauld be detached for use os the burial-trohsit permit. 
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the hospi 


an the date stated abave. 
DATE SIGNED 


S 
CTOR: 


moy be retoined! 
TO FUNERAL DIRI 


ACTUAI 
SIGNATURE. 


PHYSICIAN'S 


NAME (Type) Ka Me. OD. 


‘Zc. NAME OF CEMETERY OR CREMATORY Tad. LOCATION (City, town, or county} (Stote) 


Yar Blue Ridge Ceme 
‘. SIGS pf TG al See 24a. REC'D BY REGISTRAR 24b. REGISTRARS SIGNATURE 
AIS {4) > ; ag Ga pater EB 2 '60 Clat 


5M 9/58 


the registror prior ta buriol, cremotion, or removol, and in ony event 


TO HOSPITAL OR 


zs 
a 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


0422 CERTIFICATE OF DEATH 


Reg. Dist. No. 


1 teed fae 
os 
Carroll 


©. STATE 


MARYLAND Maryland 


2, USUAL RESIDENCE (Where deceased lived. 
b. COUNTY 


If institution: Residence before admission) 


Allegany / 


c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL and give nearest town) 


Sykesvil 13yrs .9mos..udays Corrigansville 1/ x 


|. NAME OF HOSPITAL (/f nat in hospital, give street address) ~ d, STREET ADDRESS 
OR INSTITUTION a 


Springfield State Hospital - 

. NAME OF First Middle lost 
(Type ar print) John He Barncord 
6, COLOR OR ae MARRIED [[] NEVER MARRIED (] | 8. DATE OF BIRTH 


5. SEX 
Male White wipowep [J pivorcep B | October 20, 1883 


10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 


during most of working life, even if retired) 
Truck driver - Maryland 
14, MOTHER'S MAIDEN NAME 


13. FATHER’S NAME 
John Barncord Martha Gomer 
We WAS ee eects U.S. pains persis 16. SOCIAL SECURITY NO. INFORMANT Address. 
Be or ott Ns leatvorinz baler ot eric 
No - Springfield Hospital Records 
1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b}, ond (c)-] 
PART I. DEATH MGDIATE Cause o__ Ar'teriosclerotic heart disease 
DUE TO 


b. CITY OR TOWN {If outside corporate limits, write k LENGTH OF STAY IN 1b 


e. IS RESIDENCE 
‘ON A FARM? 
Yes 1] No DE 
Month Day Yeor 
January 3, 1960 


9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
lost birthday) * 
yrs. 


4. DATE 
OF 
DEATH 


Pages 1 and 2 sh 


12, CITIZEN OF WHAT COUNTRY? 


U.S.A. 


Temava carban papers. 


age after death. 


INTERVAL BETWEEN 
ONSET AND DEATH 


Yearse 


Then pl 


Conditions, if ony, which  __ Generalized arteriosclerosis, 
gove rise to immediote 
couse (0), stoting the under. ( DUE TO 


lying couse lost. (c) [dna et 
Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o)|19. WAS AUTOPSY 
Schizophrenia, paranoid type. vec) al 
200. ACCIDENT WAS_UNDERLYING [) 


OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


Years, 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Port | or Port I! of item 18.) 


20c. TIME OF INJURY Month, Doy, 


Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Hame, farm, | 20F. (City or town) 
Hour a.m. 


Nat while factory, street, office bldg., etc.) | 
‘ot work ' 


(County) (Stote}) 


haspita! ar attending physician. 
MEDICAL CERTIFICATION. 


199V, that | last saw the deceased 


Rie the causes and on the date stated above. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


Springfield State Hospital 1/4/60 
N'S gustin ae ane M 


NAME (Type) 
r oR NS Zid. LOCATION! (City, town, or county) 
Q ; Wad, 


Crenovanisrectn 
<0 Crenovanisrecn 
23. ren DIRECTOR'S seats E J daa. REC'D BY REGISTRAR | 24b, REGISTRAR’S SIGNATURE 
K 4 a x 
DATE JAN 1 2 '60 Clusia Jb, Tema 


(Stote} 


the registrar priar ta burial, crematian, ar remaval, and in any event wii 


page 3 shauld be detached far use as the burial-transit permit. 


may be retained 1 
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TO HOSPITAL OR Aug 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
0472 CERTIFICATE OF DEATH 


Reg. Dist. No. 


ge \~ 


Ve eae Oper a eer (Where deceosed lived. If institution: Residence before admission) _ 
2 si b. COUNTY 
7 aa Carroll MARYLAND Maryland 
Poy b. CITY OR TOWN (IF outside corporate limits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
f oA RURAL and give neorest town) E 
22 enryton 16_days Baltimore 3Vol-4 
fees d. NAMEOE passat (If nat in hospitol, give street oddress) d. STREET ADDRESS on RESIDENCE 
S ES 
se O03 Henryton State Hospital 1133 Poplar Grove Street) ver \no 
> uv 
2 3 & - NAME OF First Middle Last 4. DATE Month py Yeo 
a 35 ape a Delroy Bell cr 1 2 ipo 
= =o 5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED B. DATE OF BIRTH 9. AGE Ti UNDER VYEAR|IF UNDER 24 HRS. 
= 2 ionths 
, me Male Negro |woownQ _oworceo) | 8-31-1937 33 yrs. 
2 & B¢ 10a. oa Ceea ae i Ng kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g 8 a3 nyo! working life, even if retired] Virginia U.S.A. 
= 7 
s iS a cy 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
fe 
eae Brooks Bell Hennie Boggs 
be & 8 3 ‘WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
$ a § <£ 0, OF unknown) (IF yes, give war or dates of service) Rane N 4 M 8 eA ti t 
o ork ° | earine Mouzone - Same as patien 
2 £8 
. 28 A 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] INTERVAL BETWEEN 
3 22% 7 . ONSET AND DEATH 
+ hae PART |. DEATH was caustp ay. Cardiovascular insufficiency 
2 ese 7 
5 = = 3 COAX DUE TO 
= Be> Conditions, if ony, which w Far advanced pulmonary tuberculosis 
3s BES gove rise to immediote 
ele cms couse (0), stoting the under. ( DUE TO 
2 4 
oe% =D lying couse lost. 2) 
£628 Pw al 
3 = 3 5 2 A Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o)/19. ee 
SioFo is 
26 3 2 8 3S yes] not] 
Us ays Be = 20a. ACCIDENT WAS UNDERLYING [1] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
Zooer s¢ | OR CONTRIBUTING [] CAUSE OF DEATH 
<5 & £0 © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2 3 8 $s & ]20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, for n, 1208. (City or town) (County) (Stote) 
= 5Y g 2 ry Hour 0. m. 3 While Not while foctory, street, office bldg., etc.) | 
aoECS = p.m. jot work [[] ot work [J ' 
gest ® 
= pS oc 
g2<22 
eu 3 E 
a asa 
Os. y ADDRESS (Street, city or town, stote) 
ros 
apa ee pan a Moers Th. Yan be ae Henryton, Maryland 1-24-60 
22.8 Gio ee ee ee ee 
Ocara 
=2O= . 
aoess apes Edgars M. Maculans, M-D. Henryton State Hospital, Henryton, Md. 
e Odes ype 
te ee 
Fa 32 ad Zo. BURIAL, CREMATION, 2b. DATE THEREOF Zc, NAME OF CEMETERY OR CREMATORY City, town, or county) (Stote) 
52 fs Tatenotat pect | 7S OL Nea ies ge lage Ye 
gs \ Arse ’ 
be BS. genes CES Ons Sine > ey ee K 24a. set pegsrra ‘2db. REGISTRAR'S SIGNATURE 
VS AIS (4) LROLp Af LOEPLOT 13S € HX. Cl Lie <7 — N 27°60 then ee £5 


th. Page 4 
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After this certificate has been signed by the attending physician and campletely filled in by th 


DING PHYSICIAN 
fe hospital ar attending physicion. 


| 
6 


TO HOSPITAL OR 
may be retained 
TO FUNERAL DIRECTOR 


Poges 1 and 2 shauld be filed, 


Then please remave carbon papers. 


page 3 should be detached for use as the burial-transit permit. 


{ 
oO 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 A 
{ PS 
0474 CERTIFICATE OF DEATH end 0465 


Reg. Dist. No. 


1. PLACE OF ae 2, USUAL per (Where deceased lived. If institution: Residence before admission) 
o. COUNTY ©, STATE b. COUNTY 


fe 1 1 MARYLAND 
b. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 


RURAL ond give nearest town} 


Pleasant Valley Life x Pleasant Valley 


d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 


yes] NOT, 


. NAME OF First Middle Lost . Day Yeor 
DECEASED OF 


gece Carrie Blanche Black January 5 1960 
i, SEX 6. COLOR OR RACE | 7. MARRIED (] NEVER MARRIED oO B. DATE OF BIRTH 9. AGE {In yeors |IF UNDER YEAR| IF UNDER 24 HRS. HRS. 


lost sacSyh Months] Doys 
Female White wiowed [3r _DivorceD [] 


10a. USUAL OCCUPATION (Give kind of work done! . ts forel 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


Housework Own home ry 
13, FATHER'S NAME V4. MOTHER’: Ss MAIDEN NATE 


Edward M. Hahn 


15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
Yes, no, of unknown} (UF yes, give war or dates of service) 
| none Mr. 


18. CAUSE OF DEATH [Enter only one couse-per line for {0}, (b), ond (c)-]~ INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED By: Z ONSET AND DEATH 
IMMEDIATE CAUSE (0). “bt Me 
: DUE TO y | 
coer Caen arr ich OTe: metre ease OAK 10 Yer, 


ove rise to immediot 
ss °} DUE TO ‘ P | 


couse (o}, stoting the under- 
lying couse lost. {o Sant 


Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT poe TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o) 19. phe 


“eee, yes] no [4 


ran 
200. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING (] CAUSE OF DEATH fae 

(IF EITHER, NOTIFY MEDICAL EXAMINER}, 


20c. TIME OF INJURY Month, Doy, Year ] 20d. yee OCCURRED 206. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stote) 
Hour onme——— While foctory, street, office bidg., etc.) | 


lot work [_] of oad (mi 1 


, 19F0_, ta 3 198 jot | last saw the deceased 


at death acer ot Z , fram the causes and on the date stated abave. 
‘ADDRESS (Street, city or town, stote) DATE SIGNED. 
+ 


MEDICAL CERTIFICATION 


PHYSICIAN'S 
NAME (Type) 


‘22c, NAME OF CEMETERY OR CREMATORY Zd. LOCATION (City, town, of county) (Stote) 


ADDRESS: 2do, REC'D BY REGISTRAR | 24b. REGISTRAR'S RisnnTUNe 


oi 8°60 Cuthua & Fans 


1 x MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


0475 ‘ 
ee a) 4 r 
lhc CERTIFICATE OF DEATH reg. viet. nol) V466 
& 3 = M 1 Pee Create 2. eetepa! feta (Where deceased lived. If institution; Residence before admission) 
fy ‘ b. COUNTY 
“32 Carroll pitas ‘Varyignd ~ "Montgomery — v_ 
<4 . g b. CITY OR TOWN (If autside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
oes & RURAL ond give neorest town) Pre 
me: Sykesville 7 mos 15d, Bethesda : LES sha: 
. 2 d. NAME OF HOSPITAL (if nat in haspital, give street oddress) d. STREET ADDRESS: e. IS RESIDENCE 
‘ative I OR INSTITUTION ON A FARM? 
a2 0 orinefield State Hospita] 9404 Kingsley Ave. ves [] No 6 
is 5 _ |3 NAME OF First Middle Last 4. DATE Manth Doy 
2% 1 (lype or print) ANTHONY B. BORZI DEATH January 3 49 60 
& iS. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [7] |B. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR|IF UNOER 24 HRS_ 
lost birthdoy) M§nths| Qeys | Hours | Min. 
Male White WIDOWED [J pivorceo[] | 1]-12=1870 89 om 
100. USUAL OCCUPATION (Give kind of work gone 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country} 12, CITIZEN OF WHAT COUNTRY? 
during most of working as, seein isc 
Merchant ~Re Italy U.S.A. 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Paolo Borzi Maria Grazia Borzi 
1S. WAS DECEASEDEVER IN U. 5. ARMED FORCES? 116, SOCIAL SECURITY NO. INFORMANT Address 


(Yer, 0, oF unknown} (IF yer, give war or dates of service) 


No —- =e ese | = 
1B. CAUSE OF DEATH [Enter only one couse per line for (a), {b}, ond (h-] 


578-46-8824A| Records, Springfield State Hospital 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remave carbon papers. 


(NDING PHYSICIAN: The low requires that the death certificote be executed within 24 hours afte 


> 
2 
s 
a 
Aer 
8 
zed 
aoe 
poe ae) 
= re) 
235 
€e2 
gor 
Sug = 
sts 
See or OFATIAMDIATE CAUSE fo) _Bronchopneunonia ays 
=e¢ UT I Xx DUE TO 
Ben 4 Conditions, if any, which 
ZES gove rise to immediate 
eens cause (0), stating the under- DUE TO 
a a lying cause lost. (c) 
fe pigngweausdilost: 
geés 5 Pakr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(a)]19. WAS AUTOPSY 
ee re} CONTRA TING TRIDENT) 
£333 © < Chron 2, brai in gy ndrome associated with senile brain disease, with yes) Noi 
Peas © [aod ACCIDENT WAS UNDERLYING LE] |205, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 1B.) 
+. & | OR CONTRIBUTING C1 CAUSE OF DEATH 
era & |(F EITHER, NOTIFY MEDICAL EXAMINER) 
se=. 2 
o5es & ]20c. TIME OF INJURY Manth, Day, Year |20d. INJURY OCCURRED | 20e. MACE oF UU (eres eel ' 1208. (City or town) (County) (Stote) 
. 8 ys a H .m. 7 ‘i lory, street, office etc. 
of. 9 = p.m. ork 
$505 ; 
gE5- 21. | certify that | attended the deceased fram__May_ 18 _____ , 19.59_, to January 3" 1929 that | fast saw the deceased 
3.9 , 
oot 5 alive ere — ,19 60, and that death accurred at_7250Ry, fram the causes and an the date stated abave. 
@: oe ADDRESS (Street, city or town, state) DATE SIGNED 
~o 2 / 
agese | [SeNare xe Lee Gus Springfield State Hospital __1-4-60___ 
ats | 
Z2aBs / PHYSIC(AN'S 
Seg2s NAME (tyee)__ Agustin del Campo * seers ae ee ek FE 
a a: ee > 720. BURIAL, LACHEMATION. 2b. OATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, tawn, or county) (State) 
SD = 2 ° 
zS2 22 BURTAD’ ee Gate of Heaven Cem, Silver Spring, Maryland 
eae 24b, REGISTRARS SIGNATURE 


< 
& 
> 
a 
= 


Onitun £ fame 


23. FUSERAL DIRECTOR’ ATI “¢ . REC'D BY REGISTRAR 
lL, A eoys My Bofliesdas A Aber at JAN 7 '60 


VSM 9/SB 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 aay 
76 CERTIFICATE OF DEATH 00467 


Reg. Dist. No. 


=a 


Katherine Vogel 


16. SOCIAL SECURITY NO. INFORMANT Address 


Mathias Roop 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? 


2.7 
& 33 fo = | PLACE OF DEATH ZIUSUAU RESIDENCE (Where detensed lived. If insttutian: Residence Ibefore/odmisiion) 
85/ °. b. COUNTY 
“st Carroll MARYLAND " Waryland 
£ 3 b. CITY OR TOWN {ff outside corporate limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest tawn) 
Fda 8 Soe RURAL and give nearest town) Ca 
2 ae a 
@: Rural = Sykesville r.3Mo,. ve Baltimore City 2Vo/ -u- 
= = =. d. GRICE (If nat in haspital, give street address) d. STREET ADDRESS e. Paes 
a ON: NGFIULD STATE HOSPITAL 217 E. North Avenue ves] No 
ee = 
=o . NAME OF First Middle Lost 4, DATE Month Day Year 
37 Cyper idl ernie BOWERS DEATH 1- 31- 19 60 
= 
7 6. COLOR OR RACE | 7. MARRIED [] NEVER MARRIED Oo B. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
3s Joy om thday} [Months] Days | Hours 
ie wiboweD 1] Divorced [] 7-7-4987 4 yrs. 
4 ae 10a. USUAL OCCUPATION (Give kind of wark dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. waned {State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
se 3 during mast of working life, even if retired) 
Ves Housewife Maryland Ue Saks 
85 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
£85 
2 
6 


(Yes, no, oF unknown) (HE yes, give war or dates of service) 
No. | rie Hospital records 
3 1B. CAUSE OF DEATH [Enter only one couse per line far (a), (b), and (c)-] ee, 
Se PART. EAT MEDIATE CAUSE fo] Bronchopneumonia 5 ays 
= uy. ) DUE TO 
Gaiveritteny.tchich » Arteriolosclerotic Heart Disease Years 


gove rise to immediate 
cause (a), stating the under. 
lying couse lost. ©) 


DUE TO 


is certificote has been signed by the attending 


IDING PHYSICIAN: The low requires that the death certificote be executed within 24 hours of 


A 
4 ), é 
RECTOR: After 


page 3 should be detached for use as the buriol-transit permit. 


€ 

5 

— rs Past I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)/19. Rina 
yt ct 

af ets Senile psychosis, simple deterioration. ves] no] 
ee © | 20c. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in Part | or Port Il of item 1B.) 

5 7 OR CONTRIBUTING (] CAUSE OF DEATH 

§ © |(IF EITHER, NOTIFY Meicat EXAMINER) 

© & [20c. TIME OF INJURY Manth, Day, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or tawn) (County) {Stote) 
> a Hour a. m. While Not while foctory, street, office bldg., we) 

= = jot work (] ot work 

$ 21. | certify thot | ottended the deceosed from_.LO=24=44 |, 19.___, to___ A=31____., 19O0thot | lost sow the deceosed 
2 


olive on_____. a< a = ,19_60_, ond that deoth occurred mes =50% from the causes ond on the dote stated obove. 
NG ‘ADDRESS eel: p or town, sof } pare SIGNED 


SIGNATURE TA A, K Men An MD. = CAA 


the registror prior to burial, cremotian, or remaval, and in any event with 


“y 
3 

25 PHYSICIAN'S \ a 

Zed NAME (Tyee)___L1se Kamm M.D. -Sykosvid es We, . «ee 
a3 3 7 RURIAL, a9) So THE Z(NAME OF CEMETERY OR GREMATORY + | 22d. LOQATION (City, tow county) (State) 
bf BOE SPL W/E: Com POR 

oro 

e i FUNERAL DIRE ot 'S SIGNATURE ADDRESS 24a. REC'D BY Ea ‘2db. REGISTRAR'S SIGNATURE 

Tea prs . ING Washe grou (eb | axFEB 3°60 Cintlog £ Fonum 


BS 


1 Bx MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
046% CERTIFICATE OF DEATH )U468 


x Reg. Dist. No. 
: = 1, PLACE Of DEATH 2, USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
8 3A COUNTY STATE 
a a. 8. b, COUNTY 
Bz Carroll ies ees Maryland Carroll 
= a] 3 b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (IF outside corporate limits, write RURAL and give nearest town) 
Ea RURAL and give nearest town) 
eo = Taneytown Life [XA Taneytown 
é 4 48 d. NAME OF HOSPITAL {if nat in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
co] Res x OR INSTITUTION 1 i St t / ON A FARM? 
St eee papeeen es Sabena Feats 313 East Baltimore Street ves E]_No OF 
2 i o . aeeeiaes First Middle lost 4. eg Month Doy Yeor 
zs {1ype,or: prin) Carrie Elizabeth Brown dam = January 291960 
2 $. SEX 6. COLOR OR RACE |7. MARRIED OR] NEVER MARRIED [7] |B. DATE OF BIRTH 9. AGE (In years JIF UNDER 1 YEAR|IF UNDER 24 HRS. 
Beene Months] Days | Hours | Min. 
Fenale White |WooweoQ —_oworceo} | January 16, 1900 ys. 


th. 


10. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or fareign country) 112. CITIZEN OF WHAT COUNTRY? 
during most of warking life, even if retired) 
Housewife Own Home Maryland U.S.A. 


13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
William G. Myers Fannie Harman 
‘al 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. INFORMANT Address 


Yes, no, or unknown) (IF yes, give war or dates of service) 
No | 
1B. CAUSE OF DEATH [Enter only one couse per line for {0}, (b). and. (c)-] 
PART |, DEATH WAS CAUSED BY: ~ 

be IMMEDIATE CAUSE (al Oeut i COce birasina 
ZAHOS DUE TO a 

Conditions, if any, which o) e ensitve. ‘o-Vascusar Dee Furs 
gave rise to immediate DUE TO 

cause (a), stating the under- 

lying cause last, 0 se elias } _H er lens pou 46 yrs 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT ED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a)| 19. Re Nees 


IRMED?- 


Acute Cho Ets YD) NO 


200. ACCIDENT WAS UNDERLYING C] 20b. DESCRIBR HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of item 1B.) 
OR CONTRIBUTING (1) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


[20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) {State) 
Hour om, While Nat. witite; factory, street, office bldg., etc.) ! 
p.m. 19 lat work (J ot work [J ‘ 


21. | certify that | attended the deceased fram__Gan 


Mr. Tobias 0. Brown, Taneytown, Md. 


INTERVAL BETWEEN 
SET AND DFAT 


Then please remave carbon papers. 


| ar ottending physician. 
his certificate hos been signed by the attending physician and campletely 


page 3 should be detached far use as the burial-tronsit permit. 
MEDICAL CERTIFICATION, 


the registrar prior to burial, crematian, or remaval, and in any event within 72 haurs 


TO HOSPITAL OR AMENDING PHYSICIAN: The law requires that the death certificate be executed within 24 


of 
< ! 

ie é alive an Bar #2 _,19_G0_, and thadeath accurred at /3.32A9M, fram the causes and an the date stated abave. 
9 ADDRESS (Street, city or town, state, DATE SIGNED 
i 
o ACTUAL Ta elas | 

Be / SIGNATUR M.D. £4 Obddrr, VA 

sa 

2 PHYSICIAN'S 

23 NAME (Type)_E, Ambler Thompson Taneytown, Maryland 

& Fd 2a. TEROUAC Re 2b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, town, or county) (State) 

>> } pecify’ 

BA 4 B a eb 1960 | Lutheran Cemetery Taneytown, Maryland 
a UP [72 Fuse DUES ga ot ADDRESS Daa. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
4 . 

Seas C.0. Fu Son, Taneytown, Md. oa’ FER 1 '60 Cuthen LE 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 fe ee 
MEDICAL EXAMINER'S CERTIFICATE OF DEATH 0 U469 
H L Lan ie 


Reg. Dist. No. 
1, PUACE OF DEATH 2, USUAL RESIDENCE (Where decected lived. If institution: Residence before admission) 


@. COUNTY Carroll marca 0. STATE _ Maryland b. COUNTY Balto, City /- 


b. ed OR OWN pene corporote limita, write RURAL ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (IF outside corporate limits, write RURAL ond give nearest town) 
ond give neg! tau 
Sykesville 30yrs.1mo, 2hdays Baltimore, Md. 2 VO =e 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street address) d, STREET ADDRESS e. ee 


Springfield State Hospital _ z fx 2022 Rayner Aves _ _{ves (] NOX} 


pe Middle tent a pate Month Doy Yeor 
(Type er print) Edward i, Brown Beate January 12, 1960 


5. SEX 6. COLOR OR RACE |7. MARRIEDIC] NEVER MARRIED [J] 8. DATE OF BIRTH wes Bc! iar IEUNDER 1YEAR) IF UNDER 24 HiS._ 
xh Months | D H Mi 
Male White wiooweo (J —ivorceo (J | Unknown 60" aya ad age ial * 
100, USUAL OCCUPATION (Give kind of work done] 0b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 2. CITIZEN OF a COUNTRY? 
during most of working en if retired) 
Maryland U.S.A, 


If any delay is nee 


g the word “pending” in pencil in ttem 18. Give Pages 1, 2, and 3 to the funerol di 
to the Chief Medical Examiner's Office alang with form PM3. Poge 5 moy be retained for 


72 hours ofter deoth. 


Machinist 


13, FATHER'S NAME ‘ 14. MOTHER'S MAIDEN NAME 


Uaknewn JeH/// 4 WM Uniwen JDP slCA ES 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 


{Yeu ne. oF unknown) {It yes, give wor or dotes of rervice) E “, 
No - - _ Springfield Hospital Records * 
18. CAUSE OF DEATH [Enter only one couse per line for (a), (b). and (c). ] 7 ~~ iNteavat suiwaeeny 
_ TANT. DEATH MGDIATE CAUSE fo) __ Intestinal obstruction Days __ 
5i7 Ore DUE TO 


Conditions, if any, which (0) 
gove rise to immediole cause 

(a), stating the undertying( OUETO 

couse lost. _——_— a 

PART f1, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE. ‘CONDITION GIVEN IN PART oe ser AUTOPSY 
CONTRIBUTING TO DEATH YY 


Paresis. ee Ne of 


cate should be executed within 24 hours after death. 


PRIMARY {) or CONTRIBUTING C) 


200. EXTERNAL CAUSE WAS. 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port ! ar Part I! of item 18.) 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, form, “120. (City or tawn) z (County) 7 Bae 
Hour g. m. White Not while factory, sireel, office bldg. etc.) | 
p.m. vw ot work [7] ot work (J 1 


21. f certify thot | took chorge of the remoins described above, held on Autopsy [XJ], Inspection inquiry ], and in my 
opinion deoth resulted from: Natural causes {], Accjdent [[]. Suicide 0. Homicide []], Undetermined monner [] 


MEDICAL CERTIFICATION 


EXAMINER: This cerfi 


le, wri 
led 


Ic as 
© 


actuat DATE SIGNED 
Ga Lees ei fe wap, CHIEF MEDICAL EXAMINER [] 

ASSISTANT MEDICAL EXAMINER (C] 
James T, Marsh, M.D DEPUTY MEDICAL EXAMINER (C af: 12/ 60 


720. BURIAL, CREMATION, | 22b. DATE TH Tic. NAME OF CEMETERY OR ey i TOCATION (City, town, or counly) ~ (State). 


MOYAL (Specify) CARR aL % Wa Zs YD 


or its designated agent, priar to burial, cremation, or remaval, end in any ave 


execute the cer! 
4 should be for 


Rip VIER sy 


23. FUNERAL DIRECTOR’: B/ SIGNATURE LS Mac. REC'D BY REGISTRAR 2ab, REGISTRAR'S SIGNATURE 
py NS LMA 43 Ly dere LUM Ld, “Ok: ‘aude Re 
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TO DEPUTY MED! 


ll 


1, PLACE OF DEATH 


eral director, 


6. 


in 24 haurs after death. Page 4 
Pages 1 and 2 should be filed with 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 


13. FATHER'S NAMI 14, MOTHER'S MAIDEN NAME 


a) death. 


Then please remove corbon papers. 


a 
o) 


icale has been signed by the attending physician and completely filled in by th 


MEDICAL CERTIFICATION, 


: After this certil 


poge 3 shauld be detached for use os the burial-transi! permit. 
the registrar prior ta buriol, cremation, or removal, and in any event within 7) 


may be retoined 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificate be executed wi 
TO FUNERAL DIRE! 


" MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
0478 CERTIFICATE OF DEATH <i; ee UAT 


z ba ray RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
eo. , b. COUNTY 
MAR VLA-NMD Cp 


oe COUNTY Gc ARG RoLL Co, leva 


b. oe OR TOWN (If outside corporote limits, write | ¢, LENGTH OF STAY IN 1b . CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
‘ond give nearest own) z KS. 27 — a 
YL) LA LMS TEL IRF TIA LM.. Le 

da. Ea EONOn ee (If not in hospital, give street address) 7 _d. ee a 2 i e. Ie ARSE GE 
| MER PDL! YX AVS: 0M SDS (EWN, [HE YL) NO 
3. NAME OF Middle tow 4. DATE Manth Day Yeor 

DECEASED OF 

(Type or pit) MfOW APR a 7 ENR Brown) | diame OANUARY (7 196, 


$. SEX 6, COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [] | OATE OF BIRTH 9. AGE (In yoors [IF UNDER | YEAR|IF UNDER 24 HRS, 
M wW i ee foxt birthday} ate 
Meee 4( ME |wiooweo pg —ooworceo Q] | FE Re (£7 et 


11. BIRTHPLACE (Stote or foreign country) 


CARROLL CO, 


during most of working life, even if retired) 


—p CB Th 


v1 MALL 


SOSHU?_BROWM RAH BPN) 


(s) 6. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address. 
(Yes. no, oF GES g {it yes, Cia Ee dates of service] a Ss e , 
WRCCHA LLif ALES TALLY FZ LA 
18. CAUSE OF DEATH [Enter only one couse per line for (a), (b), ond (c). ] Ghat ante pay 
ATH 
PART |. DEATH WAS CAUSED BY: ot 
IMMEDIATE CAUSE ‘io _U R EM \ 


G00,0 DUE TO 


Conditions, if ony, which 5 C Heonic PYEcoNEPHAITS 


gove rise to immediate 
co¥se (0), stating the under. ( DUETO 
lying couse lost. te 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. Estar ors 
yes(] NO 
200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 1B.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED —|20e. PLACE OF INJURY [Home, form, | 20F. (City or town) (County) (Stote) 
Hour. 6: ms While Not mii foctory, street, office bldg., mall 
p.m. 19 Jat work [[] of work 


21. | certify that | attended the deceased fram. “Gee v3, to. Te WVAL'T 1719.2. that | lost saw the deceased 
alive on. UAM UALS Lt, i) 2£2.., and that death accurred at_ 4 Z12M, fram the causes and an the date stated abave. 
WwW. ee 4 ADDRESS (Street, city or town, stote) ATE SIGNED 


Mo. tT RUDGE, Powis ee f Deo. 


ACTUAL 
SIGNATUR! 


PHYSICIAN'S 
NAME (Type) WJ ii 


Td. LOCATION ao town, or county) (Stote) 


KURA SULIT LY 


2da, REC'D BY REGISTRAR | 248. REGISTRAR'S SIGNATURE 
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TO FUNERAL DIREC 
the registrar priar ta burial, cremotian, ar remaval, and in any event 


poge 3 shauld be detached far use as the burial-transit permit. 


may be retained b 
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VS AIS (4) 
15M 10/57 


ey 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ae 
0472 CERTIFICATE OF DEATH ot QU4ed 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission} 
estate Maryland .-.coury Carroll 


¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 


% rural Finksburg 


1. PLACE Of DEATH 
o. COUNTY Carroll MARYLAND 


b. CITY OR TOWN [If outside corporote limits, wrile | ¢. LENGTH OF STAY IN 1b 
RURAL ond give nearest town) 
rural Sykesville 1 year 


a. cee (If nat in hospitol, give street address) ia ‘STREET ADDRESS e pe 
rand View Nursyng Home / Deer Park Road ves] NO 
3. NAME OF First Middle lost 4. DATE Month Doy Yeor 
CEA: 
(ype or pri!) John Henry Conaway fia = January 2 460 
5. SEX 6. COLOR OR RACE | 7. MARRIED [J NEVER MARRIED 1], 8. DATE OF BIRTH a: pad (sees IF UNDER 1 YEAR| IF UNDER 24 HRS. 
pee in Vr i 
Male White = |wioowes oO bivorced [) July 17 ’ 1879 BO Hs Meets) srs |jaicies | ae 


12. CITIZEN OF WHAT COUNTRY? 


USA 


10a, USUAL OCCUPATION (Give kind af work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 


et. Farner ort own farm arroll County, Md. 
14. MOTHER'S MAIDEN NAME 


13. FATHER'S NAME 
William Conaway Catherine Schafer 


De eee an rent Open QRMED LONG 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
no |' "=" ="="=""216-24-9804 Mrs. Lillie P. Conaway Finksburg,Md. 


18. CAUSE OF DEATH [Enter only one couse per line for (0}, (b), ond (c)-] 


es DEATH MEDIATE CAUSE fo) HYPERTENSIVE CARDIOVASCULAR DISEASE with 


INTERVAL BETWEEN 
ONSET AND DEATH 


J Pae:g 

Conditians, if any, which %,___ ARTERTOSCLEROSIS, GENERALIZED 8 
gove rise to immediote 

covse (0, soting the under ARE 

Pra ate ed (_ ARTERTOSCLEROTTC HEART DISEASE. 


ra Patt Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART If0}]19. WAS AUTOPSY 
i) CONTReu NG TO pear 
$ yes [] No $i) 
= | 200. ACCIDENT WAS UNDERLYING (]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port i or Port Il of item 18.) 
& | OR CONTRIBUTING [} CAUSE OF DEATH 
& | UF EITHER, NOTIFY MEDICAL EXAMINER) 
a 
a 
& [20c. TIME OF INJURY” Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote} 
FA Hour o. m. While Not while factory, street, office bidg.. ete.) ! 
Z p.m. 19 Jot work [7] oF wark ‘ 
21. | certify that | attended the deceased from2/ April 
olive ond_Januar 2 1252, and that death occurred at_230K Am, from the causes and on the date stoted above. 
ADDRESS (Street, city or town, stote) DATE SIGNED 
ACTUAL iG 
SIGHATUR = exty Road at Eldersburg 


PNSICAN'S ting H. Lawson, Ire, M.D. sville P 


Za. BSnaL Sion ‘Wb. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City. tawn, or county) (Stote) 
‘AL (Spgcify) P ‘ H 
ir sy 1=4«60 Providence Cemeter Gamber, Maryland 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 240. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


John R. Byers Westminster, Maryland joy 5 60 Lettwn fH 


ome 


NO ne Fee oe HEALTH—BALTIMORE, 18 ) 4 4 “ 2 
048) CERTIFICATE OF DEATH 


Press Operator 


13. FATHER'S NAME 


4. MOTHER'S MAIDEN NAME 


ian an 


ewis Cross Mary Ferguson 


ae ~ Reg. Dist. No, 
3 : ie Resin DEATH 2 Pua RESIDENCE (Where deceased lived. If institution: Residence befare admission) 
Bo 3. a. STATE 6. COUNTY * ig 
= MARYLAND 
oe Carroll Maryland 
re] a3 b. CITY OR TOWN (if autside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
3 RURAL ond give neorest tawn) s a F 
o aavilia, Maryland [3 E08" 15 dda naltinore City 3vo-¢ 
23 e, i 3 
he ae p= d. NAME OF HOSPITAL (If not in hospifal, give street oddress) d. STREET ADDRESS e. I$ RESIDENCE 
em ag @ 15 OR INSTITUTION ON A FARM? 
~ / 2 
23 pring State Hospital 227 Broadway, Balto, #31, Md. ves Nog 
= Ss . First Middle Lost 4. DATE Month Day Year 
"8. - DECEASED | OF 
Es resrssazi PERR’ THORNTON CROSS pest 1 xt 1960 
xe 5. SEX 6. COLOR OR RACE | 7. MARRIED [[] NEVER MARRIED [-] | 6. DATE OF BIRTH cy AGE (In eee 
s ast pysday! 
24 male white wiooweo [] _OVoRCED 12/22/02 51 
i Sic 10a, USUAL OCCUPATION (Give kind of wark danej 1 BUSINESS OF INDUSTR’ 1, BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
8s 3 during most af warking life, even if retired) 
Ve U 
5 
4 
& 
° 
3 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
& [Yes, n0, oF unknown) UE yes, give wor or dates of service) 
® No aoe 215-09-617 _Springfield Hospital Records 
¥ 18. CAUSE OF DEATH [Enter anly one couse per line for (0), (b), and (c)-} INTERVAL BETWEEN 
a PART I, DEATH WAS CAUSED BY: ba | 
5 "._. IMMEDIATE CAUSE (a.__Cardiec failure days 
# “fox DUE TO 
Canditians, if any, which (bh Hypertensive cardio-vascular disease years 


gove rise to immediote 


cause (a), stoting the under- ( DUE TO 
ing couse lost. () 


The low requires that the death certificote be executed within 24 haurs afteg death. Poge 4 


e hospital ar attending physician. 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(o) (1 era 
i reaction, chronic undifferentiated type. yes) No 


200. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Part Il of item 1B.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Doy, Yeor | 20d. INJURY OCCURRED. 
Hour a.m. While Nat while 


jot wark [J at wark 
nf{59... 1g /l, /60 -, 19...,thot | lost sow the deceosed 


, ond thot death occurred ot_ eRe the causes ond on the date stated obove, 
ADDRESS (Street, city ar tawn, stote) DATE SIGNED 


20e. PLACE OF INJURY (Home, form, | 20F. (City or tawn) (County) (Stote) 
factory, street, office bldg., etc.) | 
i 


MEDICAL CERTIFICATION 


After this certificate has been signed by the ottending physic 


page 3 should be detached far use as the burial-transit permit. 


21. | certify thot | attended the deceased from. 


1/1/60. 


NDING PHYSICIAN 


olive on_ 


TO FUNERAL DIREC 


5905 ap, dno Uh. 


2b. ISTRAR'S SIGNATURE 


the registrar prior to buriol, cremotian, ar remaval, and in any event within 72 hours 9} 


(4 
24a. REC'D BY REGISTRAR 


DATE JAN 4 ‘BO 


& TO HOSPITAL OR 
moy be retained 


tg 


25 
8s 


ww 


ge 4 
tor, 


irect 


by i di 


in 


te be executed within 24 hours ofter death: Pa: 
d completely filled 


col 
icion on 


that the death certifi 
ed by the ottending physi 


res 
ign: 


icion. 


The low requ! 


tificate hos been s' 


is cert 


I, cremotion, or removol, and in any event within 72 hours ofter deoth. 


hospital or ottending phys 


ATTENDING PHYSICIAN: 
After thi 


page 3 should be detoched for use os the buriol-transit permit. Then pleose remove corbon popers. Poges 1 and 2 should be filed with 


the registrar prior to burio! 


may be retoined 
TO FUNERAL DIRE 


oc 
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VS AIS (4) 
15M 10/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 8 4 7 3 
048% CERTIFICATE OF DEATH c 


Reg. Dist. No. 
1 PLACE OF DEATH 2 USUAL RESIDENCE {Where deceased lived. If institution: Residence before admission) 
oe. COU 0. STA\ / b. COUNTY 
Gf MARYLAND Y 
CARROLL PRVLPDLMK CARROLL, 
b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


RURAL ond give nearest town) 
lay vA a 


W WIN DS6 FURB LA YEARS YXNEW WINDSCR 


e. IS RESIDENCE 


d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS 
OR INSTITUTION, 2 osn — of. ON A FARM? 
NERS TO POBRST ON vs [] No 


oe, becease . oe First Middle lost 4. = Month Day Yeor 
treorrin EURITH ZSABELLE DEVIL B/S Blam CT, 57 whd 
S. SEX 6. COLOR OR RACE [7. MARRIED [E)-TEVER MARRIED [_] |8. DATE OF BIRTH 9. AGE (In yeors IF UNDER UYEAR]IF UNDER 24 HRS. 
P AG 


widowed [] pvorceo (] | - £5 29 = IEE. irthday} Min. 


G yrs. 

10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 
during most of working life, even if retited) 3 P 

MoS L OWN Ht 
13. FATHER'S NAME DAK ME & 

} p 

LE ke ALZLL LL + 

1S. WAS DECEASED EVER IN U. 5. ARMED FORCES? |16. SOCIAL SECURITY NO. 


12. CITIZEN OF WHAT COUNTRY? 


14. MOTHER'S MAIDEN NAME 


ELLEW GoRSUCH 


17. INFORMANT Address 


perder, mn) {IF yes, give war or dates of service) 0 W Z 4 Bs W =! NEW z / . Aid 


18, CAUSE OF DEATH [Enter only one couse per line for {0}. (b), ond (c}.] INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (0), 


“eal DUE TO 

Conditions, it ony, which 

caaselo)s Horegirictneke (OUETO 

lying couse lost. my 
Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT FELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Y(o}[19. WAS AUTOPSY 
ves(] no 


20a, ACCIDENT WAS _UNDERLYING {7 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part It of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, 1208. {City or town) {County) {Stote) 
Hour 0. m. While, __ Not while factory, street, office bidg., etc.) ! 
p.m. W fot work [] of work [] 


4 
21. | certify that | attended the deceased from___f /-/ 97, 19___., to... LLF/G@O., 19.___.,that | last saw the deceased 


alive anaes oe If: [4 (La, 12_______, and that death accurred at.___._____M, from the causes and an the date stated above. 
ADDRESS (Street, city or town, stole) DATE SIGNED 


Ole Pee OK pe ee nw, het tear eben, Maal... LxLéo 
mus YE RaBERT Sol 


‘@o. BURIAL. CREMATION, | 22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY Td. LOCATION {City, town, of county} {Stote) 


BOR BL |//8/E6 a Se RL. SC ee 


23, FUNERAL,DIRECTOR'S SIGNATURE ben os 2do, REC'D BY me 24b. REGISTRAR'S SIGNATURE 
: 4 MAGEE 7 Len 2 tL LYLIA hob), We, DATE JAN Cnttun £ Fauna 


MEDICAL CERTIFICATION 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND = 
NLED CERTIFICATE OF DEATH QU444 
La lar a DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


“SONY “carroll marnano | Maryland *""_carrol 


b. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give neorest town) 
RURAL and give nearest town) 


Sykesville 2mos,5deys ||" / Westminster 


d. NAME OF HOSPITAL (if not in hospitol, give street oddress) ,» d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION f ON A FARM? 


= yes] Nos] 


. NAME OF First Middle: Lost 4. DATE Dey Year 
DECEASED 


OF 
(Type or print} DEATH 19 60 


5. SEX 6. COLOR OR RACE |7. MARRIED [J] NEVER MARRIED (-] | 8. DATE OF BIRTH 7. AGE (In yeor Pein TYEAR| If UNDER 24 HRS. 
jonths 


wioowen ] _—ovorceote | Feb. 2, 1889 TO ys. 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


Carpenter - Maryland U.S.A. 


13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


James Easton Sarah Shipley 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? /16. SOCIAL SECURITY NO. | 17. INFORMANT Address 


(Yer. no, oF unknown} | (iF yes, give wor or dates of service) 
1B, CAUSE OF DEATH [Enter only one cause per line for (a), (b}, and (¢).] INTERVAL BETWEEN. 


ONSET AND DEATH 
PART !. DEATH WAS CAUSED BY: D, iu 
IMMEDIATE CAUSE (a} ays 


“xo, 0 DUE TO 


Conditions, if any, which (Coronary artery thrombosis Days 


gove rise 10 immediate 
cause (a), stating the under. ( OVE TO 


sro cours Jon (_Arterd oselerotio—heart disease a 
Paar Hl, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0)|19. WAS AUTOPSY 


C.B.S.assoc.with cerebral arteriosclerosis. YSL) NOX] 


Poge 4 


eral directar, 


ter death. 
g 


id campletely filled in by thea™ 


Pages 1 and 2 should be filed 


Then pleose rema 


ician. 
After this certificate has been signed by the attending physici: 


page 3 should be detached for use as the burial-transit permit. 


20a. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of item 1B.} 
OR CONTRIBUTING LC] CAUSE OF DEATH 
(JF EITHER, NOTIFY MEDICAL EXAMINER} 


0c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County} (State) 
Hour 0. m. While Not while factory, street, office bldg., etc.) | 


p.m. 19 Jat work [7] ot work [7] 1 


21.1 certify that (I) (this haspital) attended the deceased frorMOvie Ay. 19.59, 1. January 19. 19.60, that (I) (we) last 
saw the deceased olive an_ January. 1819.60, and that death occurred ot 5@A Mom the couses and on the date stated abave. 


22a. SIGNATURE 770. OONED 
] ATTENDING MED. STAFF 
‘ ; ee bel .0.|PHYS. $9 DIRECTOR PHYS. 1/19/60 


22d. ADDRESS 


MEDICAL CERTIFICATION 
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haspital or attending phys 


& TO FUNERAL DIRECTOR: 


Agustin delCampo, M.D. 


230. BURIAL, CREMATION, | 23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county} (State) 


"BURTAL’ | 1-21-1960 Ebenezer Carroll Co,,Maryland 


24, FUNERAL MW: SIGNATURE 25a. REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 
. 


ADDRESS 
C. M. Waltz, Winfield, Maryland |... yan 21°60 than £ Koa 


may be retained 


TO HOSPITAL OR 


ae 
2 


wl 


) act 


erol directa, 


@ 


Pages 1 and 2 shculd be filed with 


ter death. 


thot the death certificote be executed within 24 hours ofter death, Page 4 
Then please remove carbon popers. 


jires 


ICIAN: The law requ 


fe hospital or ottending physician. 


After this certificate has been signed by the ottending physicion ond campletely filled in by t 
poge 3 should be detoched far use as the burial-transit permit. 


the registrar prior to buriol, cramotian, or removol, and in any event within 72 haurs 


moy be retoined 


TO HOSPITAL OR ATTENDING PHYS 
TO FUNERAL DIRE! 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
c CERTIFICATE OF DEATH 


Reg. Dist, No. 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If inafution: Residence before admission) 
oO. 
CARR ILL nae 1A fe je LAW pon CA Cts 


¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


b. SESE ead (if porte parents limits, write] c. LENGTH OF STAY IN Ib 

WEST S TER WVEST AS TEI “1D 
3. REG HORE Tau (If not in hospital, give street phe i é. Srey ADDRESS = e. ‘GNA PARME 
(39 COE VIEW AVE. 139 ATF VIE WAVE, ves) Nos 


3 Rane First Middle lost 4, = _Month Doy Yeor 
treaeim GiLBceT REESE ESAUCH DEATH VANUARY 20 1960 


5. SEX 6. COLOR OR RACE 7. MARRIED [EY NEVER MARRIED [-] |8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS, 
M fr = ae, lost birthdoy) Month as 
LE | WHITE |woowng pivorcep [1] lad Bs, Ae) LIES3 Ea tel oped Doys acne Min. 


100, ee een a kind ; Seeger 0b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign ees 12. CITIZEN OF WHAT COUNTRY? 
uring most of working life, even if retin : ee. 2 1A, A pe 
MAGE ST. Mik WORK CARTON MARYLAND USA. 
“413. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


JOSEPH ALLEY LBLAUCA STELLA [SEES L 


NeRDreee oer 0 MU soa AOREDIECRCES? 16, SOCIAL SECURITY NO. 7. INFOR! \NT 4 : Address - 
jas; WWE 2/6 - 03-473\ dyaf.- HRS, CUBERT EBAVGC-H ~ WESTMINSTER 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)-] INTERVAL BETWEEN 


ONSET AND DEATH 
“ART 1, DEATH WAS CAUSED BY: = 
f TuMeniate cause p__ LL OCARD IAL IWFARCTI on) 
Y“etdail DUE TO 


Conditions, if ony, which 6) 


gove rise to immediote 
cose (0), stoting the under. ( DUE TO 
lying couse lost. te 


Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o} | 19. Repel ys 
yesO] Nowy 


200. ACCIDENT WAS UNDERLYING [7 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING Cj CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year } 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, form, ; 20f. (City or town) (County) (Stote) 
i aes While RisGRNS foctory, street, office bldg., etc.) | 
p.m. 19 Jot work [} ot work {[] ' 


21. | certify that | attended the deceased from__CCTRBER , 9WSY, to TAMAR Y 2O1KGO. that | last saw the deceased 
alive on_U ANY, ARY IG, 19.6 Jee . ond thot deoth occurred ot FiJSEM, from the couses and on the dote stoted above. 


7 


MEDICAL CERTIFICATION 


. , ADDRESS (Street, city or town, stote) DATE SIGNED 
AA ne WY, ; wo. 19 RIDGE pam 


mares William bh. SrewART MD. — WESTMINSTER, MD. 


. town, or county) (Stote) 


Ro. BURIAL CREMATION, 7b. DATE THEREOF /~ Wc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION { 
Bopiac. (AZ SSEC |LESSTERS CEMETERG WESTAWSTER, CARROLL, AIP 
23. FYNERAL DIRECTOR'S SIGNATURE) ADDRESS e 24a, REC'D BY REGISTRAR | 24. REGISTRAR'S SIGNATURE 
pte LF. eh 4, Cb ee ee tan L Rae 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND () Ht} 4A 4 5 


04° CERTIFICATE OF DEATH 
2 Lege rata DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution; Residence before admission) 


°. rroll MARYLAND By We yland Pb. COUNTY Frederick v 


b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


RURAL ond give neqrest town) é 
Sykesville 5 m 12 days Emmitsburg RdaDI oy a 

d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS. e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 


Springfield State Hospital ve) Noo 


|. NAME OF First Middle Lost 4. DATE Month Yeor 
DECEASED 


Day 
(Type or print) Anna Isabelle Eckenrode | 5m af 161960 


5. SEX 6. COLOR OR RACE | 7. MARRIED [] NEVER MARRIED [3K] @ DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR[IF UNDER 24 HRS 


lost birthdoy) 
Fen White |woowe o eee 1 1 ra rthdoy] [Months] Doys | Hours] Min 


yrs. 
10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired) 
Maryland US he 


14. MOTHER'S MAIDEN NAME 


meral director, 


Pages 1 and 2 auld be filed with 


I, ond in any event, within 72 haurs after death. 


15. WAS DECEASED EVER IN U 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 


Rate seetoR MU Ves gilator wastes of aRea 
S,S,Hospital Records 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond fe}.] ded dent OY ai 2d 


yee oP Tha ATE EAU Thrombosis of Right external iliac artery days 


aes DUE TO 


Conditions, if ony, which +s disease ars 


gove cise to immediote 
couse (0), stoting the under. ( CUETO 
lying couse lost. el 


Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| 19. Ree el 
CBS assoc,.with unknown origin VSL] Noel 


20a. ACCIDENT WAS UNDERLYING 1] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


Then please remove carbon papers. 


been signed by the attending physician and completely filled in by th 


vation 


20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED — |20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
Hour o.m. While Not while: foctory, street, office bldg., etc.) | 
p.m. Vy, ‘ot work [[} of work i 


21. | certify that (1) (this hospital) attended the deceosed from_____. Jane5s__. 160. fato Y, that (I) (we) lost 


sow the deceosed.glive on Janl 1 60 » ond thot death occurred A2 LORM irom the causes ond an the dote stoted obove. 
220. SIGNATURE 22b. DATE 
C s 


ATTENDING MED. STAFF Vos 
Digna PHYS. (©) irector () PHYS. de) 
2c. PHYSICIAN'S 2d. ADDRESS 
“0? Eamund Lusthaus M.D 
De 


230. BURIAL, CREMATION, | 23b. DATE THER 23c. NAME OF CEMETERY OR CREMATORY Ne LOCATION (City, town, or county) {Stote) 
Rl 


a Fan. 20.1960 St-Anthony Cem. rsimmiteburg Fredk.Co+sD 


24, FUNERAL DI g ADDRESS 2S0. REC'D BY REGISTRAR 28b._ REGISTRAR'S SIGNATURE 
cx Thurmont MD [pain 1960 Cnthan £ 


MEDICAL CERTIFICATION 


= 
® 
® 
8 
é 
3 
5 
8 
wu 
2 
‘oO 
4 
5 
° 
2 
x 
a 
4 
= 
3 
2 
2 
5 
3 
3 
¥ 
3 
® 
a 
2 
5 
< 
5 
8 
£ 
5 
8 
3 
» 
= 
3 
eS 
$ 
3 
a 
2 
z 
2 
@ 
2 
= 
z 
= 
o 
a 
ZS 
= 
= 
9 
z 
ro] 


@ haspital or attending ph 
After this certificate has 


NI 


pate 
@ 


page 3 should be detached for use os the burial-transit permit. 


the State Board af Health prior to burial, cremation, ar remaval 


may be retained 
TO FUNERAL DIRE! 


TO HOSPITAL OR 


=< 
2a 
oe 
Se 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


00477 
} 
4&3 . 0484 CERTIFICATE OF DEATH esis 
& aes oe ‘~ 1, PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence befare admission) 
70) 8 3 fi | co. COUNTY Carroll > MARYLAND a. STATE Maryland b. COUNTY Vv 
a o 8 bs b. Aes ba (lf yon cme limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If autside corporate limits, write RURAL and give nearest tawn) 
5 and give neorest town! : 
so: Henryton 1,548 days Baltimore BAY Sree 
Ere 8 a. NAME OF HOSPITAL (if nat in hospital, give street address) d, STREET ADDRESS e. 8 RESIDE 
eo OC Henryton State Hospital 202 N. Greene Street ves C] NOE 
gl 
2 £6 3. NAME OF First Middle Last 4. DATE Manth veop 
ae 
Seine (Type or print) Alexander Felder DEATH January 22” 19 0 
£ =o WeGhinee SL Hex 
. SI . COLOR OR RACE | 7. B. Dy 9, AGE (I IF UNDER 1 YEAR] IF UNDER 24 HRS. 
ioe + ™ es oe odin ee ga ae 
2 aoe Male Negro wioowen [] pivorcep [] 29 yn. 
£ & on mn 10a. USUAL OCCUPATION (Give kind of work dane| 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar fareign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
3 9 Of dari fof working if retired i 
or erate “haborers "tied Manning, South Carolina U.S.A. 
o eu 2 
cj 5 a ° 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
ege < . . 
Peer Willie Felder Christien Robinson 
Fei 3 8 3 Wz WAS eee EVER IN U. S. ARMED. FOR SS 16, SOCIAL SECURITY NO. INFORMANT Address 
iL a 3, RO, of unknown) (IE yes. give we doles of jice) 
8 offs No ae eee a Alexander Felder 
OE Ls 
=") Bas [7 i INTERVAL BETWEEN. 
Semeth ydt 18. CAUSE OF DEATH [Enter anly ane cause per line for (a), (b), and (c)-] 
at 24% . z ONSET AND DEATH 
ha ad 3 PART |. DEATH WAS CAUSED BY: far insufficienc 
g- Sis= 4 IMMEDIATE CAUSE (a). Cardiovascular y 
= ro 
= #8 CO DUE TO eat Wena: 
i c Ss 
2 Ben Canditions, if any, which & Far advanced bilateral pulmonary tuberculo 
6 ges gove rise ta immediate 
r Se esis cause (0), stating the under- ( DUETO 
a ieee lying couse last 
Geen ying couse lost. (c) 
- Oo ae ————————— 
y 30 8 5 a 3 Paat Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. WAS AUTOPSY 
of a =s Q =. 4 PERFORMED? 
4 £ 5 = 3 ) 5 yes] no] 
229.9 g 
Fotsé = ]20c. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | ar Part Il of item 18.) 
ee gae = 
Ze aes & JOR CONTRIBUTING LC] CAUSE OF DEATH 
ages 5S © (UF EITHER, NOTIFY MEDICAL EXAMINER) 
2 3585 & |20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF wey (Home, farm, | 1 20F. {City or tawn) (County) (State) 
S52es a Hour a. m. Whit Scien jactary, street, affice bldg., etc. 
= 2 = g e = pm. 19 jot work [ ot work CJ 
ape Hest 3 ar 60 
2 fioe 21. | certify that | attended the deceased fram. 8192 iti ener: 119._- that | lost saw the deceased 
a £ 5 oliveon January 22, | 19_60__ and that death accurred at, 2A y, fram the causes and an the date stated abave. ° 
oe: 3 - bys By ADDRESS (Street, city ar tawn, state) DATE SIGNED 
Hoe 
Vor ACTUAL . = Aman ~22-60 
pees SIGNATURE 2 wo..._Henryton, Maryland sneene® 
foze 2 
22335 / PHYSICIAN'S ee M. Maculans, M.D. Henryton State Hospital, Henryton, Md. 
Seo<2s NAME (Type) : 2 ee ee A ae ae 
Bes ss = 
322 of ie DAT ope [22s bpme lay en creygror P) SATIC o Z 6, aor cobnty) x 
Ise Po ] Y7, , 
EG at gD f (7 
ee ii Go. Daa. RECD BY REGISTRAR | 24b. Reg aan SIGNATURE 
VS AIS (4) Wit yj aA he if AG, . 
15M 9/SB UY fe MM Lf DATE JAN 25 ‘60 {Or-than Sins 


ind campletely filled in by ni... director, = 


hysigi 


ing pl 


The law requires that the death certificate be executed within 24 haurs after death. Page 4 


haspital ar attending physician. 


After this certificate has been signed by the attend! 


AZSNDING PHYSICIAN: 


Cd 


page 3 shauld be detached far use as the buriol-transit permit. Then please remgfe car! 


TO HOSPITAL OR 
may be retained 
TO FUNERAL DIRE! 


with 


Pages 1 and 2 should be fj 
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the registrar prior ta burial, cremation, ar remaval, and in any event within 72 h ad) 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 () (4 rl Q 
= 


UD ec tes / 


yy CERTIFICATE OF DEATH oe 
1}, PLACE OF DEA) 2 SBUaL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
a. COUNTY MARYLAND. a. S] b, COUNTY 7 
c. CITY wtside carporote limits, write RURAL and give nearest tawn) 


ge «OO Be ak 
e. 1S RESIDENCE 
ON 


b. CITY OR TOWN (If autside corporate limits, write | c. ‘3 OF STAY IN 1b 
yy RG and give nearest/fown) oe 
A ms 


G/NAME OF HOSPITAL (If not in hospital, give street oddress) 
OR INSTITUTIP 


? 2 


A FARM? 


od. STREET 
yes [] NO 


let al 


Middle 4. ee 


‘tate URITH- Teenie Fo wiz Let fam 


5. SEX 6. COLOR OR RACE ]7- MARRIED [1] NEVER MARRIED Jy [8. DATE OF BIRTH 
Vad wipowed [} DiIvoRCED [} G- Ge f Fe 


100. USUAL OCCUPATION (Give kind of wark done] 10b. KIND OF BUSINESS OR INDUSTRY 
during , event retired) 


12, CITIZEN OF WHAT COUNTRY? 


LAS J 


11. BIRTHPLACE (State ayfareign cauntry) 
we: Pile NAME 


14. MOTBIER’S MAIDEN NAME 
Z, Foi stew, aes ae ee id i 


15. WAS Sea HII? IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 


(Yes, no, “Pe UF yes. give war or dates of service) “U0 feel, Hew mp y; Z £ 


18. CAUSE OF DEATH [Enter only one couse per ling. far (a), 4h), and (c)-] INTERVAL BETWEEN 
PART }, DEATH WAS CAUSED BY: pee iso eA 
IMMEDIATE CAUSE (0) dot 7 
of 22.0 DUE TO 


Conditions, if any, which (bh 
gove rise to immediate 

cause (o), stating the under- ( DUE TO 
lying couse last. ) 


Zz Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH oe DEATH BUT go RELATED TO THE TERMINAL arn CONDITION GIVEN IN PART 1(0)[19. WAS AUTOPSY 

e 

5 Sone Dare Lew yes] No 
= 200. ACCIDE 20b. DESCRIBE HOW INJURY a a Az nature of injury in Pat | or 3) of item 1B.) 

& |OR CONTRIBUTING LJ) CAUSE OF DE 

& | eiriee, NOTIFY MEDICAL EXAMINER) 

& |20c. TIME OF INJURY Month, Doy, Year ]20d. INJURY OCCURRED [20e, PLACE OF INJURY (Hame, farm, | 20F, (City or town) (County) (State) 

re Hour a. m. niles. Reena factory, street, affice bldg., etc.) ! 

a Pom. 19 lat wark [J at work [J ' 


that | attended the ig a fram./) 17s! ww Bia Yao (A _., 19@Othat | last saw the deceased 
ie as Pipa , and thaj death me atS. _-M, fram the causes and an the date stated abave. 


EE eS OME oe 


oa rae Foard Mp. Mie we Mud ':19-60 


220. BURIAL, CREMATION, | 22b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATO! 22d. LOCATION (City, town, ar county) {State) 
Vena 2 2 (~ be | Greco WAL, Lig. GF _ Lhe, 


‘2db. REGISTRAR’S: SCRE 


Onthag £. 


Ap oh ‘ADDRESS, ao. REC'D BY REGISTRAR 
ri (ated ted oateJAN 21 ’60 


erol director, 


@ 


IOING PHYSICIAN: The low requires thot the death certificote be executed within 24 hours ofter death. Page 4 


After this certificote hos been signed by the ottending physicion and completely filled in by th 


hospitol or ottending physician. 
poge 3 should be detoched for use os the buriol-tronsit permit. 


en 


© 


moy be retained 
TO FUNERAL DIREC 


gs TO HOSPITAL OR 
=> 
La 


MARYLAND STATE DEPARTMENT OF HEALTH 


x 


DIVISION ee ees RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND i) Hi A 7 y 
: { ; 
OG CERTIFICATE OF DEATH x 
© 
= 1, Pea cee 2 USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission) 
2 SS 0. STATE b. COUNTY on 
3 Carroll pila Maryland Howard 
e oi b. CITY OR TOWN (IF autside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
2 RURAL ond give neores! town) 
=f * ais ie 
= Sykesville d. Laurel /3XK- x 
& d. NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS. e. IS RESIDENCE 
bab re med OR INSTITUTION ON A FARM? 
SCH ari nots , RFD #1, 10 A, ves] No 
6 a po eed First Middle Lost ‘& pi Manth Day Yeor 
3£ (Type oF print) Mary Ellen Fuller DEATH January 29, 19 60 
28 5. SEX 6. COLOR OR RACE |7. MARRIED [=] NEVER MARRIED [2f | 8. DATE OF BIRTH 9. AGE (In years [JF UNDER 1 YEAR| IF UNDER 24 HRS. 
Be e lost bithday) [Months] Days | Haurs] Min. 
3 € Female White widoweD [] Divorced [] November 15 ’ 1866 93 yrs. 
a ra 100. USUAL OCCUPATION (Give kind af wark dane| 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign cauntry} 12. CITIZEN OF WHAT COUNTRY? 
ee during most af warking life, even if retired} 
a Practical nurse - Maryland U.S.A. 
3 IN 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
© 
: = George Francis Fuller Ella Stewart 
S 
2 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
E (Yes, no, or unknown) {IF yes, give wor or dates of service) " . § 
- No | - - Springfield Hospital Records 
8 18. CAUSE OF DEATH [Enter only ane cause per line for (0), (b), and (c)-] INTERVAL BETWEEN 
a PART |, DEATH WAS CAUSED BY: Regt alee Let 
B OS” WWMEDIATE CAUSE (o)__Arteriosclerotic heart disease, Years 
= bhoe ,) DUETO 
Conditions, if ony, which (b) 
gave rise to immediote 
couse (0), stoting the under- ( DUE TO 
lying couse last. (¢) 


Bd. OTHER SIGNIFICANT CONDITIONS INTRIBUTING DEATH BUT NOT RELATED Tt Se eros en IVEN IN PART 1(a)|19. WAS AUTOPSY 
C.B.S.assoc.with circ, aiste wt 7) cerebral arteriosclerosis,wi PERFORMED? 
hotic reaction. yes] NO 
20a. ACCIDENT WAS UNDERLYING [1] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | ar Part Il of item 1B.) 

OR CONTRIBUTING [1] CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20e. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 


Hour While Not while 
jot work ‘ot work 


20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (State) 
foctory, street, office bldg., etc.) | 
1 


1255, to January 29,519.60 that (I) (we) last 


82 3QAMam the causes and an the date stoted abave. 
2%b.DATE 


ATTENDING MED. STAFF NED 
UA M0. | PHYS. O_birector PHYS, 1/29/60 
22d. ADDRESS 


Springfield Hospital, Sykesville, Ma. 


23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or caunty) (Stote) 


Loudon Park Cemetery Baltimore Maryland 


250. REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 


DATFEB 2 ‘60 | Cuitua £ Aas 


MEDICAL CERTIFICATION 


2c. PHYSICIAN'S 
NAME (Type) 


Edmund Lustheus, M.D. 
2a, BURIAL, CREMATION, | 23b. DATE THEREOF 
Buffet “= | 9/1/60 


24. FUNERAL DIRECTOR'S SIGNATURE 


F. Gasch's Sons Hyattsville, Maryland 


the State Board of Health prior to buriol, cremotion, or removol, and in on 


9 


MARYLAND STATE DEPARTMENT OF HEALTH Pes 
| DIVISION OF STATISTICAL RESEARCH AND RECORDS 3 ee 1, MARYL Q O4 4 8 0 
fe oe CERTIFICATE OF a 
% 29 } PLACE OF DEATH 2, USUAL RESIDENCE (Where dececied lined if song residence : 
& ce 1 UCOUNTY Carroll MARYLAND °. M Jand Llegany f 
ig i ‘AL and give nearest town 
se jini i OR TOWN {If outside corporote limits, write RUR 
€ By b. CITY OR TOWN {If ouide crparate ini, write Tc. LENGTH OF STAY IN Tb ©. CITY f ce 
= 0 RURAL ond give neorest town! Le Bs 2.2, 
: ¥ a s REET AODRESS «1S RESIDENCE 
Ss & 3 d. NAME OF HOSPITAL (If nat in haspital, give street address d. STRE 8 aye 
Soren cs OR INSTITUTION 
By ‘? Yeor 
2 to = 2 
Se NAME OF Middle lost 4. DATE "g 23 i» 8 
= te : DEATH 
es DECEASED 
ae eee {Type oF print) Frank Monroe Gannon *Aak ype [FmDER TOA owe 
2 558 3x we Sad ane ora BP Case [ono ep | Hour 
—£ »§ . ay 
Be ree IDOWED Divorced [] 
2 see Make taal os INDUSTRY |11, BIRTHPLACE (Stote ar foreign country) NZ.CIIZEN CE WHATSOUNRE 
3 e go 100. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INI . ¥ s h 
3 5 gs doting moit of working life, aven if retired) lan 4 SeAe 
® 28x 14. MOTHER'S MAIDEN NAME 
> Sona e 
o San 13. FATHER'S NAME 
2 888 Faun RS Gawin cw Gladys Gannon 
eS 2 ‘Address 
8 % 3 ’ 1S. WAS DECEASED EVER IN U. ST ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT 
= £2 (Yes, no, oF unknown) (lf yes, give wor or dates of service) 
& of unkn S,8,Hospital Records 
: 2 ge INTERVAL RETVEEN 
= » 
oe 3 2 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), and (¢)-] ‘ pen? i oA 
8 $25 ee 
3 EATH WAS CAUSED BY: osis, far adv: 
oa ce PARED) IMMEDIATE CAUSE (0), Pulmonary Tubercul 9 
ee = +5 Co x DUE To 
= ££6§ 
£ Bas Conditions, if any, which (o) 
eRe gave rise 10 immediate (10 
& e268 E cause (a), stating the under- 
2 oao 
fs235 wig couie tet « DITION GIVEN IN PART 1{a)|/19. WAS AUTOPSY 
e 5 5 - 5 ed Part I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CON Bie 
Benon 2s fe] « ‘eutepaychost! 
SEeEs =| Mental deficiency, without psychosis a2: 
gobte = ture of injury in Part | or Port i 5 
mas © | 20a. ACCIDENT WAS UNDERLYING C]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury 
gE 225 & |OR CONTRIBUTING C] CAUSE OF DEATH 
Paes Ge 5 |(1F EITHER, NOTIFY MEDICAL EXAMINER] _ 
5 2 & - 2 z ‘CURRED 20e. PLACE OF INJURY [Hame, farm, 1 20F. (City ar tawn) (County) 
Vise ste S [20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OC UF focton, Hien tia elo, “it 
2 e 3 os = Hour a.m. yp While g pl — 
S23 ¥ of work [] of war 
z5272 = - = ae 
Se522 — | 2.1 certify that (I) (this hospital) attended the deceased from. LO=20— 1054 to___1 
Zge0a 
2 - < § 5 ee 9 
‘@:: STAFF. is 
: si mayen NS Bikector PHYS. 1-2 20 
x es eT PHYS. DIRECTO! 
hes 
ape ss caw 2d. ADDRESS Pe ee 
eck me Nae re) Springfield StateHospitel, Sy Md. 
3.28 NAME (Type) M.D p’ gfield StateHospitel, Sykesville ,Ma 
zee28 / dmund Lusthaus M.D. —s>_| Springfield StateHc 
eS 3 : F = NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Stote) 
Sons . BURIAL, CREMATION, | 23b. DATE THEREOF 23. riand : 
85582 5) | Rup “rvs? |Jan.26, ates St. Marys Cemetery Cumberland, Ma 
° . 9 a2 = RESS. 2S0.fREC'D BY REGISTRAR Sb. REGISTRAR'S SIGNATURE 
2 ° 24. Vig DIRECTOR'S SIGNATURE JAN 2 6 G0 2 ps 
VR AIS (4) < Cnthun £, Fesn 
1SM 9/59 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
048°? CERTIFICATE OF DEATH 


aca 


00484 


or Reg. Dist. Ne. 

3 33 _y, [1 PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If insitofion: Residence before odmision) 

: 2 a. Ss. b. COUNTY 

32 _ Carroll AREA Ma and Carro 

Te b. CITY OR TOWN {If autside carporate limits, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 

pes RURAL and give nearest town) 

~ c) 2 fe : 
&: rural--Sykesvitlle life X___Rural--Sykesville 

a d. NAME OF HOSPITAL {If not in hospital, give street address) , d. STREET ADDRESS e. IS RESIDENCE 
inh OR INSTITUTION ON A FARM? 
S Rese ves (] No OY 
2 
oO 3. NAME OF First Middle Lost 4. DATE Month Doy Year 
- DECEASED OF i 
3 Uivesreriprin) KATIE Be Gist DEATH JAN. i, 19 60 
o 
2 


5. SEX 6. COLOR OR RACE 17. MARRIED] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE {In re IF UNDER 24 HRS. 
last jay] Min. 
female _| white |weowox) _vvoreot) | 12-25-1880 ae 
100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote or foreign country) 
during mest of warking life, even if retired) 
Maryland 


12. CITIZEN OF WHAT COUNTRY? 


U.S. 


ork own home 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


Jemes Linton Annie M. Frost 


agbon popers. 
death 


quires that the death certificate be executed within 24 haurs offer death: Page 4 


een signed by the ottending physician and completely filled in by th 


oS 1 was ees EVER IN U. 5. ARMED oe 17. INFORMANT Address 
fas, 00. OF Unknow) Itt yes, give wor oF dotes of tarvice 
om Mrs. H t Layton, Damascus,Md 
e no =---- s. Herber a: Sma 
Re 
< 18. CAUSE OF DEATH [Enter an) line for (0). (bY6nd (c). 4 a INTERVAL BETWEEN 
a5 Thi Mee A ; pee 
S= “IMMEDIATE CAUSE (0 CLAS ZLH — 4 YZ LA-“Z ae er, 
eB: ¥ ‘ DUE TO ; 7 YY; Wy LL. 
22 Conditions, if eny, which (0) MME e Lf AL ESD Ws a 
EG gave rise to immediate rs J ey 
a&F cause (a), stating the ynder. { PUE TO 
SeesP lying cause last. (o) 
23352 é on IT CONDITIONS COKMRIBUTING TO DEATH BUT NOT RELATED TO ESMIN DISEASE CONDITIONEGIVEN IN PARTA(0)|19. WAS AUTOPSY 
25223 6A ltl G,p Y//- bite [PA Sf pol) ‘ PERFORME 
26526 i} AL4 EA (LITEM MESES, Mat M titel teeitaZ 77 yes []_No 
~ooRs E [200. ACCIDENT WAS UNDERLYING C]_ 1206. DESCRIEE HOW INJURY OCCURRED. (Enter natére of injury in Part Vor Part It af iten~AB.) 2D = : 
28322 & | OR CONTRIBUTING C1 CAUSE OF DEATH a g é 
ZeEges & | (UF EITHER, NOTIFY MEDICAL EXAMINER) 
Ssee* 2 a re 
Sopes & [20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (State) 
vie r] Hour a. 1. {While o Not while factory. street, office bldg., ete.) | 
225. cen lat wark [-] at work [7] ! 
a = p.m. ‘ 
© ae 5 5 x * 7 YY 7 y 4) 
Zgf0~ 21. I certify that | attended the deceased from. 2¢-L14 A 0) 192 Y,, to. Lgl GAL... , 19g2Csthat | last saw the deceased 
2. . LA 
E ietos 335 alive on__ MD norm (12 LZkad) “and that death occurred ot _Z2¢_.M, fram the causes and an the date stated above. 
‘S ue KE y Y fh eed al a DATE,SIGN 
@ re awa hog 1 f yy ‘4 7, ) LIT) 
eps s » | [SIGNaTURI LEE CU ALAA LLP LEZ g MD: BooRah MOE 0 f 2. 
O2are / 4 s ¢ / 
239s PHYSICIAN'S 
Z8a35 Vf ih 
ges! name tpey) O ft [J MLM [ 
e 9 2 8 a. BURIAL SREMATION, ‘2b, DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, ar county) (State) 
5.8 ip 
Spe BURT -9-1960 Wesley Freedom Carroll Co.,Md, 
FF 23, eee i. Wepan Wi fiela a ‘24a. REC'D BY REGISTRAR ] 2b, REGISTRAR’S SIGNATURE 
VSAIs. - M. Waltz, nfielc,Md. care JAN 11 '60 Gt, fae 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ( G AS? 
0499 CERTIFICATE OF DEATH caiman 


MEAS ORDERTH 2, USUAL RESIDENCE (Where deceased lived. If initution: Residence befare admission) 
% Carroll MARYLAND || Maryland BCOUNN al 
b. CITY OR TOWN (IF outside carporate limits, write |. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside carporate limits, write RURAL and give nearest tawn) 


RUR, ind gi’ AL i . 
‘Rarat "S"hykesville |6yr.5mo. lida. Baltimore City BVaf 
d. NAME OF HOSPITAL (If nat in haspital, give street address) | d. STREET ADDRESS: e. IS RESIDENCE 
OR INSTITUT! ON A FARM? 


PRINGFLELD STATE HOSPITAL 300) Cresmont Avenue vesL] nORd 


3. Piss First Middle Lost 4. DATE Manth Day Year 


(Type ar print) Stella Bowne Sprague GRAHAM Dan January 8 19 60 


5. SEX 6. COLOR OR RACE | 7. MARRIED L] NEVER MARRIED [J | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR]IF UNDER 24 HRS. 


entice: White WIDOW EDA] ovorceo 12-28-72 for BY day} [Manths| Days a Min. 


ys. 


10a. USUAL OCCUPATION (Give kind af wark dane| 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during mast of warking life, even if retired) 


ousewife Michigan U.S.A. 
i}!3. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Steven Sprague Sara Sprague 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT 


(Yes, 16, oF unknown) | AIF yen, give wor or dates of service} Ho pital Boconts 


— 


\ 


eral directar, 


Pages 1 and 2 shauld be filed: with 


No 
18, CAUSE OF DEATH [Enter anly ane cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
ap DEATIMMEDIATE CAUSE (0 Coronary thrombosis with acute heart failure 
Uf oh. O cueto §©=0 amd. terminal pneumonia; 
Canditions, if any, which _Arteriosclerotic heart disease . 


gave rise ta immediate | 


Then please remave carban papers. 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 haurs after death. 


cause (a}, stating the under. ( DUE TO 
lying cause last. () 
Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a) 19, ee, ACD 
Chronic. brain syndrome associated with circulatory disturbance, with YsL]_ NO 
ebral arteriosclerosis Wl p 0 LEACULON Oo & 
20a. ACCIDENT WAS UNDERLYING 1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part I! af item 18.) 


OR CONTRIBUTING EO] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED ‘20. PLACE OF INJURY (Hame, farm, | 20f. (City ar tawn) (County) (State) 
Hour a.m. While Natiwtale factary, street, affice bldg., etc.) | 
p.m. 19 Jat wark [1] at wark [7] 


21. | certify that | ottended the deceased from_..7-24., 19.53, to é 19.60thot | lost sow the deceosed 


, ond thot deoth occurred at_2 PM, from the causes ond on the date stoted obove. 
ADDRESS (Street, city ar tawn, state) DATE SIGNED 


SIGNATURE 1-8-60 


PHYSICIAN'S ‘ 
NAME (Type) _T1s@ Kamm, Me De 3 


7a. BURIAL, CREMATION, | 226. DATE THEREOF ic. NAME OF CEMETERY OR CREMATORY 22d, LOCATION (City, tawn, ar county) (tate) 
REMOVAL (Specify) 


REMATION -11-60 Green Mount Baltimore 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2do. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


Wm.Cook, Inc., 1217 St.Paul Street pareJAN 1 2 '60 Ontlun £ hans 


oC 


icate has been signed by the attending physician and campletely filled in by th 


haspital ar attending physician. 
MEDICAL CERTIFICATION. 


After this cer 
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TO FUNERAL DIREC 


Page 3 shauld be detached far use as the burial-transit permit. 


may be retained 


TO HOSPITAL OR 4g 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
99 CERTIFICATE OF DEATH ves, oun, wo, 00453 


come 


~*~ ce \ 
S He (a) ay PLACE OF ard a USUAL RESIDENCE (Where deceosed lived. If institution: Residence befare admission) 
8 84 a. a. b. COUNTY 
2 MARYLAND 
3s Carroll Frederick A 
= Pe b, CITY OR TOWN (IF outside corporate limits, write | c, LENGTH OF STAY IN 1b ¢. CITY OR TOWN (IF outside carporate limits, write RURAL ond give neorest tawn) 
‘a “Sykesville 5y.11 mos Rural - Taneyt (a Ad 
q 
ke z ykesv. a ° ° ural -— ltaneytown 7 x 
eo ie d. AOS HOS TAL (if nat in haspital, give street address) d, STREET ADDRESS e. is RESIDENCE 
oS > = 
“ aN 
g 35 Route #2 Ye Neita) 
2 =o 3. NAME OF First Middle tost 4. DATE Manth Day Yeor 
> = 
a 23 {Type ar print ANNIE E. HAHN DEATH January 5 19 60 
ees. 5. SEX 6. COLOR OR RACE |7. MARRIED Bi NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE {in years [JF UNDER 1 YEAR|IF UNDER 24 HRS. 
ey. gee Manths] Days | Hours] Min. 
3 a White wipoweD [J Divorced [] 3—5 21875 yrs. 
3 < . USU ive ki : : i 
S es2 10a. USUAL OCCUPATION (Give kind af wark done} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
¢ 825 during mast of working life, even if retired) Warvlend U.S.R 
i Housework rylan ole 
6 P@eu 
ss 85 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
» SSS . 
8 Ses David Marshall Caroline 
= 2 53 15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
= as (Ye, no, or unknown} Lif yes. give war or dates of service) 
che I No | Unk. Records, Springfield State Hospital 
3 2g 1B, CAUSE OF DEATH [Enter only ane cause per line for (a), {b), and (c)-] INTERVAL BETWEEN 
3 gay PART |. DEATH WAS CAUSED BY: t di °Vears. 
2 552 } DEATH NESIATE Case op _Arteriosclerotic hear sease arse 
iz i ‘ 
5 Bie 20,0 DUE To 
= Ser Conditions, if any, which Generalized arteriosclerosis. Years. 
3 3 £ o gave rise to immediate | Wa 
S 23¢ 4 
Sy Geers cause {o), stating the under- 
z g2 =? lying cause last. eG] 
ee 5° Zz i. THER SIGNIFICANT INDITION! ITRIBUUNG TO DEATI NOT RE! ai iS DITK N IN PART 1 19. WAS AUTOPSY 
BERES Slonronie brain syndrone associated with Benita Drath ULSebse, "WAtH to)] 19. Was ASTOR 
cease ol ves] NO] 
Books 2 
-oo3 & = | Da. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Part Il of item 1B.) 
; eo & JOR CONTRIBUTING L] CAUSE OF DEATH 
agge 6 © [UF EITHER, NOTIFY MEDICAL EXAMINER) 
aad 5 86 & |20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm, | 20f. (City ar tawn) (County) (State) 
Su. S ge 5 factary, street, affice bi 1 
Sse 8 Hour a, m. 19 [While Not while tong, Sone eevee PA, 
EsE26 3 p.m, jat work [J at work [7] ; 
OSs 
a ae , 192 that | last saw the deceased 
a22 28 E 60 
rare 3 3 alive on___Jdanvary 5. Bie a, 1289 ___ , and that death accurred at03.4.5 A.M, fram the causes and an the date stated abave. 
t Bo bof) ADDRESS (Street, city or tawn, state) DATE SIGNED 
De 2 
E ACTUAL Z = 
sresi Senate Z: 1 LY Chri fd wo, _ Springfield State Hospital ___1-5-60__ 
£aope - 
Boss PHYSICIAN'S 
Sezee Name (type) Agustin del Campo, M. D. _ Sykesville, Mervylend.......- 
Bound = 
woz ® 22a. BURIAL, CREMATION, | 22b. DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY ‘Zid. LOFAT| (City, town, ar caunty) (State) 
9-5 3° MOVAL (Spegify) aes |p 
feb; | Anup” | /— ¢~ 760 de 
roe 23. FONERAL DIRECTOR'S se p ADUPESS. Qa, REC'D BY REGISTRAR | 24b, REGISTRARS SIGNATURE 
ws A050 2/ Lobah cS 
Es pate WAN 8 60 i 
15M 9/SB Ci nhc FFE eae 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


FOR STATE MEDICAL EXAMINER’S CERTIFICATE OF DEATH ae 


HEALTH DEPT. sce of eat 


Shi B49 e 2. USUAL RE pe a aaa deceosed Er (aoe 
0. 
Wet. EE marvianp || ° 5 es ee etsy Le 


is BACT ONTOW Gate biseo iat acROUT ¢. LENGTH OF STAY IN tb TY OR om fo oypide corpasote limits, write RURAL ond givg,neorest town) 
— 7) by) 


4 give nearer) “4s (Cea he ~Ke. Le. 


TAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give stfeet address) d. STREET ADDRESS. . IS RESIDENCE 


YES _ies OK _NO i. 


Yeor 


7 RecA ‘id 6. B E RT <P ge a ef an Py 9 60 


3. SEX 6 “ee OR RACE }7. = NEVER UE | “nf. BIRTH 3 iE in jaar ia nen ‘TYEAR] IF UNDER 241 HRS._ 


A, birthdoyt ‘Menthe rm Mi 
ai widoweo Q] —oorvorceo 1) ae eae mi g alee Nosh es 
100. USUAL 'UPATION ee kind of work done| J 0b. KIND OF | da OR ane TL. BIRTHPLACE (Stote or foreign country)! V2. CITIZEN OF WHAT COUNTRY? 


ip mospat working life, even if retired) 


ther~er¥ Ludtindtiern ic ee ee oR SA 


1a, FATHERS NAME so M4. lee IDE aes 
lhe. A. ALLE. ie 


% known) vy datas of ) ) INFORMANT wi Ly 
es. no, a7 anknows} 05 Giye qorer datas et teres 
Mes" Pures # pan 


8. CAUSE OF DEATH [Enter only one couse per line far {o}, (b). ond (c).] _ INIERVAL BETWEEN 


PART t. DEATH WAS CAUSED 8Y; ONSET AND DEATH 
‘ IMMEDIATE CAUSE (0 A Si P HW. Je K/f 
7/G.0 DUE TO 


Beinn) 4 A awe eI ‘waie See 


gove rise lo immediote couse 
(a), stating the underlying! DUE TO 
couse tort. {0 


PART il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DE, TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0)|19, WAS 
PERFORMED? 
yes(] NO % 


200. EXTERNAL CAUSE WAS. 20b. DESCRIBE HOW tp OCCURRED. (Enter notuce of injury in Port 1 ger Port Ut of item 18.) 
PRIMARY hg of CONTRIBUTING [1] 
CAUSE OF DEATH, 


20c. TIME OF INJURY Month, Doy, Yeor a (County) (Sgt) 


ig Aeetin(] ATH AQ 


. I certify thot | took chorge of the remoins des: Rbed bove, held an Autopsy al ae Inquiry [XJ], and in my 


Noturol couses (], Ascot Suicide [], Homicide ([], Undetermined manner (J 
4 oe oN | \ ) mp, CHIEF MEDICAL EXAMINER [] DATE SIGNED. 


Va oe = ASSISTANT MEDICAL EXAMINER [7] 
SDI) EF: § ze A: Kes ff- DEPUTY MEDICAL ben: r ip he 
{Cily, town, of county) 


“R BURIAL, CREMATION, 2b. DATE “THEREOF - Re . NAME OF CEMETERY OR Se - 22d. LO! (State) 


7-26 Mbol(elta Nabeul Covel Sba being * kl 


29. FLINERAL wes DORESS do. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE f 
fe fen Md calWAN 2 7 60 Chaban lad 


6 


ith form PM3. Page 5 moy be retained fo! 


If any delay is neces 
with the State Boord 


durs offer death. 


any event 


1. File pages 


wii 


Item 18. Give Pages 1, 2, and 3 to the funeral di 


neil 


in pe 


iting the ward “pending” 
4 should be farWlmed ta the Chief Medical Examiner's Office along 
MEDICAL CERTIFICATION 


TO FUNERAL DIRECTOR: Poge 3 shoutd be wsed as a burial-transit per 


fe, wri 


or its designated agent, prior ta burial, erematian, or removat, and in 


execute the ceri 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
0493 CERTIFICATE OF DEATH 


eel 


$5 


= 
S 
re 


Reg. Dist. No. 


2 re 
& 3 1. PLACE OF DEATH 2. USUAL RESIDENCE aan deceosed lived. If institution: Residence befare admission) 
2g 2 COUNTY Carroll marviano || ° STATE Maryland » counrBaltimore City 311 
€ rr) b, UPA aia (IF kis pp corre limits, write ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest tawn) 
o or jive rest town 5 
wo. Sykesvi tia yrs7mthslldys: Baltimore BYOl-¢ 
d. na OF raed {If nat in haspital, give street address) d, STREET ADDRESS. e. ee 
/5 | Spetigiteld State Hospital. 281, Waterview Ave. ves] NO 
3. NAME OF First Middle Last 4. DATE Manth Day Yeor 
DECEASED 
(eer ean) Annie Herion DEATH 1 3 1960 


S. SEX 


6 COLOR OR RACE | 7. MARRIED NEVER MARRIED [-] | @- OATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lagt birtpdoy) [Months] Do: H Min. 
Female Wh Vane Bq bvorceo Unknown Tey sre apc ees) aig 
100. USUAL OCCUPATION (Give kind af wark dane} 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Housewor Maryland U,S.Ae 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Unknown Unknown 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
(Yes. no, oF unknown) (IF yes, give war or dates of service) 
nimown | <_ - Hospital records 
18, CAUSE OF DEATH [Enter only ane cause per line for (0), (b), and (c)-] INTERVAL BETWEEN 


ONSET AND DEATH 
PART I. DEATH Was CauseD BY: Arteriosclerotic Heart Disease. 


a IMMEDIATE CAUSE (a). 
4ZLO.O DUE TO 
GuAuitions if ony, which ‘i Generalized arteriosclerosis years 


gove rise to immediate 
cause (a), stating the under- RUETO. 
lying cause lost. (c} 


Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) 
Involutional Psychotic Reaction 
200. ACCIDENT WAS UNDERLYING 1) 


OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


Then please remave carbon papers. Pages 1 and 2 shauld be filed 


‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part Il of item 18.) 


icate has been signed by the attending physician ond campletely filled in by th 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 
Hour 0. m. While: Not while 


jot work [] ot work [7] 
21. | certify the | attended the deceased fram?! , 19, that | last saw the deceased 


i _., and that death accurred at3230_AM, fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, state) DATE SIGNED 


20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote} 
foctary, street, affice bldg., etc.) | 


MEDICAL CERTIFICATION 


® 


TO FUNERAL DIREC’ 


t — 
PHYSICIAN'S 

NAME (Type) Agustin del Campo,M.D. 
Zc. NAME OF CEMETERY OR CREMATORY 


Loubo PARK 


ADDRESS 


22d. LOCATION (City, town, or county) (State) 


BAL76 MA 


24a. REC'D BY REGISTRAR | 24b, REGISTRAR’S SIGNATURE 


DATHIAN 4 "60 Catt a 


page 3 shauld be detached far use as the burial-transit permit. 


may be retained 


TO HOSPITAL OR ASSENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs afte, 


1 MARYLAND STATE DEPARTMENT OF HEALTH i rae 
DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND () G 4 S t 
: 52( 0492 CERTIFICATE OF DEATH 
2 3 1 became 2 Cote pS IORNCE, (Where deceased lived. If institution: Residence before admission) 
8 r a. b. COUN 
ee Carroll ooh eaed Maryland "Carroll 
a ip b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN ¥b c. CITY OR TOWN (If autside corporote limits, write RURAL ond give nearest town) 
g g RURAL ond give neorest town) J 
x Rural --Westminster 19 yrs.||x Rural---- Westminster 
- d. NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
x OR INSTITUTION A < / ON A FARM? 
_at Winfield at __Winfield ves FE] NOX) 
3. Res First Middle Lost 4 pa Manth Day Yeor 
(ype or erie) ARTHUR D. KEEFER peary anuary 2 1960 


£ 
= 
= 
2 
S 
$ 
rf 
~ 
FS 
3° 
= 
vv 
e 
5 
ts 
as 
‘cay 
= eo 
ca es 5 Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT MINAL DISEASE CONDITION GIVEN IN PART I(a)]19. WAS AUTOPSY 
> a9 f - 
£538 Oj ves] No 
OO ES = | 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Part Il af item 18.) 
ies) ra & | OR CONTRIBUTING L] CAUSE OF DEATH 
<eo2_ © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
sf ° is 
2seas &§ [20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (State) 
5 2A a icurmenet While Not while foctory, street, office bidg., etc.) ! 
a5 = 2 = p.m. Ww lot work [_] at work 
o—52.9 " ; 5 
Zz = oa 21. | certify that (I) (this hospita}) atten; hg deceased from.. ~, 199 _*, that (I) (we) last 
ocit2 C 
PRE pet saw the deceased alive o1 and that dea’ apcuriea at Ss NO fram oe. cat&es and an the date stated above. 
:e 3 8 72a. SIGNATURE y 2b, DATE 
no] E, 
a ca ie ATTENDIN MED. STAFF 
eos i Qo yr aut _E all M.D. | PHYS. 1.4 DIRECTOR PHYs. L-OFO 
Ofsz 3 Te. RANG 22d. ADDRESS 
= > yl ang a . . 
22288 "HOWARD i. HALL M.D. SYKUSVILLE, MARYLAND 
=of.2 
4 82° 2 23a. BURIAL, STIS, 236. DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town, or county) (Stote) 
>> : _ pecify) ; : - Tr ¥ 
= RP e BEA 1-30-1960 | Ebenezer, Cemetery Carroll, Co. ,MMlarylend 
2 2 24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a. REC'D BY REGISTRAR | 2Sb, REGISTRAR’S SIGNATURE 
VR AIS (4) : Waltz Winfield | rlan DATE , Conan b, Foasa 
sa 9799 v 4 nfiel » Marvianda HAN 2.9 ‘60. i 


: The law requires thot the deoth certificote be executed within 24 hours ai 


$. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [] |8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 


lost birthday) [Months] Days | Hours] Min. 


11-18-1885 Hele wes 


10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stote or foreign couniry) 12. CITIZEN OF WHAT COUNTRY? 


after death. 


Kiimale |White —_|woowe —_ovorco 


10a. USUAL OCCUPATION (Give kind of work dane| 
during most af working life, even if retired) 


Farmer,-- retired Owner Maryland a 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Frank Keefer Lydia Shriner 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yes. ne. or unknown) {IF yes, give wor or dates of service) 
Sasso rSeessescs> bean Keefer, Same 
1B. CAUSE OF DEATH [Enter anly one cause peg line for (0), ny ond (c).] “ s INTERVAL BETWEEN. 


ONSET AND DEATH 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


2¢ 
33) % DUE TO 
Canditians, if ony, which b) 
gave cise to immediote 
N's ITS c 


cause (a), stating the under- 
lying cause lost. 


Then please remave corban popers. Poges | ond 2 shauld be filed with 


(Ca) 


Ladi nw thin tles 


After this certificote has been signed by the ottending physicion and campletely filled in by th 


0 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 N04 5 4 
0460 CERTIFICATE OF DEATH eA 


1 erie 2, Mit eee (Where dgceased lived. If institution: Residence hefore admission) 
o. o =b. COUNTY 
Arie fe biceps CWS A 28 a ¥, 


b. eS oR ip (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If Sutside corporate limits, write RURAL ond give nearest town) 
serie tay aos 
A CLASS: CDA-OW OY 75° X-% 


SNAME OF HOSPITAL (Ir nov in hospital, give reel odares) [STREET ADDRESS ©. 15 RESIDENCE 
OR INSTITUTION . = wat 9: ON A FARM? 
gree bd ted) Wil Sr Ate LL fo ah SON S; ves [] NO 


3. NAME OF Fint Middle Lost 4. Date Month Coyamaveee 
(Type or print) SBCA SF CW 2 bette: ~ DEATH Sawer LO WFO 
5. SEX @. COLOR OR RACE |7. MARRIED) NEVER MARRIED [-) | 8 DATE OF, BIRTH 9. AGE (In yeor [IEAINDER 1 YEAR] IF UNDER 24 HRS. 
lost birthgay) Min. 
WIL PLE wiboweo CL] oworceo]) |.S¢, vA Pa SF FS LZ, yn. eee ar a . 
TOs. USUAL OCCUPATION (Give Kiod of work done[T0b, KIND OF BUSINESS OR INOUSIRY 11. BIRTHEJACE (Stte or Forejan count] 12, CITIZEN OF WHAT COUNTRY? 


. even if retired) . 
ey LP BIOS Ve ve & HS Ay 


13. FATHER'S NAME - 14, MOTHER'S MAIDEN MAME 


titra AN ma We: 


sleet a Sa ES zai A 
fas, no. oF AD UM yes. give wor ar dates of service) Bes WE 
9p-ty-adbl\ rs File fof ers Lp tober 


18. om OF DEATH [Enter ‘only one couse per li % for (d), (b). ond (ch) INTERVAL BETWEEN 
FR ee 


ell 


eral director, 


Pages | and 2 @ be filed wi 


~\ 


2 


PART I. DEATH WAS CAUSED 8Y: on ONSET AND DEATH 
IMMEDIATE CAUSE (0) 


Y 72 4 DUE TO -y Pe Goes 

Conditions, if ony, which a ys CLL fs ses Col? & 2/ Se PLS 
gove rise to immediote 

cotse (0), stoting the under. ( OVE TO 


lying couse lost. © 


Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0)]19. ie 
yes] NO) 
oo. ACCIDENT WAS UNDERLYING-Et— | 20b. DESCRIBE HOW INJURY OCCURRED. The ature of injury in Port | or Port II 
R CONTRIBUTING TPEAUSE OF DEATH ——__— ——__—<$<<$<<—$— 
ir EITHER, NOTIFY MEDICAL —— 
20c. TIME OF INJURY Month, Year Fe INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stote) 
Hour o. m. Not wl a foctory. street, office street, office bldg., ete.) | es 
(i a cee M4 work {2} work ' 


21. I certify that | attended the deceased from—Z. Ee A. WBE, tog LIPO: __ a., \WEO.that | last sow the deceased 


alive on_. VA witare 5 pa 1264 ., and that death occurred ot £1 54M, from the causes and on the date stated above. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


SONATUR Le ZZ Ke P Pack 


Linh ET Such o. MibresLesd. LID, 


Zo. BURIAL, CHEMATON, Tb. BATe THEREOF | zc. NAME OF CEMETERY OR CREMATORY SS THEREOF Zc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county} (Stote) 
i be ~ - 
ag l{4a3/@o | ME Olive Ha “No co. Po 


INERAL DIRECTOR'S SIGNATURE 24a. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 


Joateyan 25 60 Outtun £ Fiossh 


Then please remave carbon papers. 


MEDICAL CERTIFICATION. 


: After this certificate hos been signed by the attending physician and completely filled in by # 


‘e haspital ar attending physician. 
the registrar prior ta burial, crematian, or remaval, and in any event within 72.haurs after death. 


page 3 shauld be detached for use as the burial-transit permit. 


may be retained 
TO FUNERAL DIRE 


“ 
o 
& 
6 

< 

£ 
ro 
3 

2 
s 

o 
= 
3 

2 
* 

& 

ec 
= 

: 

2 

ooh 
5 
3 
3 
% 
3s 
° 

a 
ss 
5 

- 
5 

< 
o 
8 

3 
o 

= 

7] 

Ss 
2 

ra. 
o 
2 
3 

pu 
° 
= 

(= 

s 

= 

m 

a 

‘3 

xz 

a 

oO 

z 

g 

= 

< 
ee 
te} 
od 
< 
& 
= 
a 
Q 
= 
° 
- 


2a 
Ss 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 x ; 
0492 CERTIFICATE OF DEATH )U488 


Reg. Dist. No. 


cml 


~ ge 
& 33 ‘ 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceoted lived. If institution: Residence before admission) 
go °. o. STATE b. COUNTY . “i 
coe fa Carroll ot Maryland Balto.City 
Cay e o b. CITY OR TOWN {If outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (lf outside corporote limits, write RURAL ond give nearest town) 
. of ge Land oes ape tawn) 2 8 a Bal +: na A 
5 ee esville 's.0mos,Gdays al timore sVO/O£ 
y  o A 
ae 2 d AE ERGs Ar {If not in hospital, give street address) d. STREET ADDRESS. e. IS aC 
==" , a “3 fe) 
- se O/S | SpringMleid state Hospital 252) Park Heights Ave ves LJ No 
> La ad = 
3 ce 
a. roe }. NAME OF First Middle Lost 4. DATE Manth Day Year 
ee DECEASED 2 OF 
2 (Typeior print) Sophia Laff DEATH January 11, 1960 
¢ 
= o>» 8 5. SEX 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED [| 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
=F ise F 1 2 fost bicthday) [Months] Days | Hours] Min. 
Lge ‘female White wiooweo =] —ovorceo] | November 7, 1908 Lyn 
= — oe Oa. USUAL OCCUPATION (Give kind of wark dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ie ae duting most of working life, even if retired) e 
3 ze | Salesla - Russia Unknown 
g 2258 3. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
© 58% : 
eV Opa te Ydah Laff Bessie Cowan 
2 - 3 S 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. INFORMANT Address 
3 a § = (Yes, N ‘or unknown) IF yes, give war or dates of service) 5 die 4 
gig ° | - - ringfield Hospital Records 
= £8 Dp: 
5 88s 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).} INTERVAL BETWEEN 
3 205 PART |. DEATH WAS CAUSED BY: . s ONS ANE EAT 
Dp 2 _ | IMMEDIATE CAUSE (a) Right ventricular hypertrophy Years: 
5 fF 3 COAX DUE TO 
= S2> Conditions, if ony, which »_luberculous fibrosis Years 
3 BEo gove rise to immediate 
eh couse (0), stating the under. (| DUETO 
e1e ; vader: 
See aero lying couse lost. ©) 
focaé se 
5 23 S . 3 Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART io) | 19. ENC 
2F2Eo ts . 
2a3e5  |§| Schizophrenia, hebephrenic type. ves DE No 
Foes § © [ 200. ACCIDENT WAS UNDERLYING L]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | ar Part Il of item 1B.) 
Te eee 
ZBoe0 & | OR CONTRIBUTING C] CAUSE OF DEATH 
qgve° U | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 3 585 & [20c TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY iHome, farm, | 20f. (City or tawn) (County) (Stote) 
5225 a Hour oo. m. While Not while factory, street, office bldg., etc.) | 
E5275 = lot work [-] ot work i 
OSes 
Ze20e 
o£<22 
ee 
iy ge 
es 
any eS 
Oegra 4 
= ‘o aes ” 
£ez28 NAME (Type) Agustin delCampo, M.D, __ Sykesville, Maryland. 
wie ey 72a. BURIAL, SoM: Bao DAYEATIVEREOT: ‘Tic. NAME_OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county (Stote) 
SsbB 8s ZQREMOVAL (Specify) if e a E 17 
oFfo St Ah arn 13-1960 OSEAN LE Legere: 
ia i 2dq. REC'D BY REGISTRAR ‘Dab. REGISTRAR'S SIGNATURE 


< 
& 
> 
Fa 
= 
KO 


2; ple DIRECTOR'S SIGNATURE ores + 
coma Rasen) tty. elfoe G«laio~ phew oawAN 13 '60 Onthun & Kiama 


rr 
= 
4 
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MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


0467, CERTIFICATE OF DEATH 


aS 


0489 


13. FATHER’S NAME 


Lewis Edward LaMotte 


14, MOTHER'S MAIDEN NAME 


Lula E, Myerly 


sey " 
g2 fo ge \ fi. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
2 - * o. b. COUNTY 
5 x Carroll AEX | Maryland Carroll 
. al b. CITY OR TOWN {If outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
Bg gi 
a RURAL and give nearest town) 
@: mo, 2h days| X Hampstead 
m2 d. NAME OF HOSPITAL (If not in hospitol, give street oddress) . STREET ADDRESS. @. IS RESIDENCE 
= “2 OR INSTITUTION F ON A FARM? 
B° 079 j $ Yes [] No 
ae 
pes |. NAME OF First Middl 4. DATE th ac 
R-. DECEASED rs idle Lost pa Mont Day ‘ear 
34 eae reria) John Ernest LaMotte | om January 291960 
See 5, SEX 6. COLOR OR RACE |7. MARRIED L] NEVER MARRIED [LJ | 8. DATE OF BIRTH 9. AGE (hn yao bales Le oa Ears 
ms Male white |wwoweoX] pivorceD [J 6-19-1888 iliac 
50° 
& g 10a, USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
iy 3 during m ae orking life, even if retired) i. Ss A 
Be, fa orer Maryland S.A. 
3 
oO. 


a i. WAS Le Sida ie U, $. ARMED FORCES? |16. L SE ITY NO, |17, INFORMANT Address 
fYes, no, oF unknown) {UF yes, give war of dates of service) ape . 

g No i <2 HO pringfield Hospital Records 
i Pe a Oc aes Sian 
5 ; DEATH MEDIATE Cause fo) Arteriosclerotic heart disease years 
= “Zo DUE TO 

Conditions, if any, which (o 

gove tise to immediote 

couse (o), stoting the under. ( DUE TO 

lying couse lost. © 


Part I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART J(o)|19. WAS AUTOPSY 
Ss ociated with chronic alcoholism plus cerebral arteriosclerosis PERROmneDe 


yes] NOR) 


20a. NT i 5 GNDERLYING ia} 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part II af item 1B.) 
OR CONTRIBUTING (CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20e. PLACE OF INJURY (Home, farm, oe (City or town) 
foctory, street, office bldg., etc.) 


MEDICAL CERTIFICATION 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 
Hour 9. m. While Not while 
p.m. 19 Jot work [J ot work [J 


saw the deceased alive an. 


After this certificate hos been signed by the attending physician ond complet 


hospitol or ottending physicion. 


(County) (Stote) 


, that (I) (we) last 


a, Ral ‘the causes and on the aie stated above. 


AgBENDING PHYSICIAN: The low requires thot the death certificote be executed within 24 haurs ofter death. Poge 4 


page 3 should be detoched far use os the buriol-tronsit permit. 


oe 720. SiSyYATURE 2b. DATE 

a pat La mo. |b NS bictor Pave. l-2 #26 ray 
e . a | 2e. as fant ‘72d. ADDRESS 

s od pecans StCheUS “a = Le See a a es 
& 8s + _]234. LOCATION (City, town, oy 

232 gf | = WMettota Ytlind’ bb La 
ee - ) ADDRESS cx 250. REC'D BY REGISTRAR | 25b, REGISTRAR'S SIGNATURE 

es ah (NN one P heat aes lad, id d oare FEB 2 '60 Ouithun £ fata 


iP _ MARYLAND STATE DEPARTMENT OF HEALTH--BALTIMORE, 18 eva 
CERTIFICATE OF DEATH Ngai) 


as (14g Reg. Dist. No. 


se eng ht tl = 
pos is pipe rear CZ a eyes Geceased lived. If institution/Residence before wifmietion) 
fy 4 4 4 
A ~ b. COUNTY ¥ Y ff 
oR TOW CED spe Bini, ¢. LENGTH OF STAY IN Ib 
Lond give neare! 
46: cA) 


<. CITY OR TOW By outside corpefote limits write RURAL and give nearest town) 
7 Ld Lon 
= STREET ad - @. 15 RESIDENCE 
ON A FARM? 
4 Ly Me yes [] No 
a NAME OF , Middle tot 4. DATE PEs, Year 


DECEASED £1?P Dear 19 (9 é 


'e. 


Pages 1 and 2 shower 


{Type ar print) 


YLUL, 
6. COLORQR § Ss 7. MARRIED [[] NEVER MARRIED [] | 8 Ui) Tp/OF BIRT! ae yeors —— IF UNDER 24 HRS. 
felt ‘Months ‘Min, 
WIDOWED Ty DIVORCED [7] 
den Al ck Lh 


x? 4 (Give kifid of work dane] 10b. KIND OF BUSINESS OR INDUST) 12. CITIZEN OF AT COUNTRY? 
7 most of working (ie even if retired) 7 


AO th 


Reng 


»TINTERY ‘AL BETWEEN, 


ONSET AND DEATH 
Acete, 


PART I. DEATH WAS CAUSED By: 
IMMEDIATE CAUSE (a) 


Then please remove carbon papers. 


the registrar prior to burial, cremation, or removal, and in any event within 72 hours ofter death. 


“Ye 3X DUE TO E-268-57 
Conditions, if any, which « 
gove rise ta immediote 


cause (9), nee the ynder- 
lying caus 


2 {a / 60 


Past Hl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ya)[19. WASTAUTORSY 
yes [] NO 


Who, ACCIDENT WAS UNDERLYING C]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nolure of injury in Port Vor Port Wl of item 18.) 
OR CONTRIBUT CAUSE OF DEATH 
TF EHER NOTIEY, viet EXAMINER) 
0c. TIME OF INJURY Month, =. Year [20d. INJURY OCCURRED ]20e. PLACE OF INJURY (Home, form. 1 20F. (City or town) (County) (Stote) 
Hour o.n. While Not sie factary, street, office bldg., eal 
pm. lot work [[] of work 


21. | certify that 1 attended the ey - i = 19.22, oF eT Te 19.6 b,that i last saw the deceased 
alive an ae gO, eng that death accurred at 2.23 AM, fram the causes and an the date stated abave. 


oF attending physician. 
fter this certificate has been signed by the attending physician and campletely filled in by 


MEDICAL CERTIFICATION, 


hospi 


TO HOSPITAL OR ATTENDING PHYSICIAN: The faw requires that the death certificate be executed within 24 haurs after death: Page 4 
page 3 should be ‘detached for use os the burial-transit permit. 


@ ity oF town, state) ‘ATE SIGNED 
ACTUAL / 
BE SIGNATU MD, .-------_ So Maw Ln Dt ae Me ms GO 
oe 
So / PHYSICIAN'S 
eg NAME (Type ae Oe eee em ete et RE 
&3 720. BURIAL, CRE ay aia fe) 2 
: 7 ape ) 
ge aia Mi A: 
Eo i Seer | 4 (hd. LS y Ju touy é 
- D “DIRE [/xoD 2g /REC'D aga Ub. LL FRAR'S I sande 


YE Als Ja LK lay cyy pare JANYS Oathig ££ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


1 a G4 G i 

a iU® 
i O49 CERTIFICATE OF DEATH <ogatee 

oS 

3 ; 1. PLACE OF DEATH 2 eel pees (Where deceased lived. {f institution: Residence before SaaS) 

fo JUNTY, 2 MARYLAND b. COUNTY ‘4 

Ole x, et GLAAGLELN HbA KS 

Be b. CITY OR TOWN (If outside corporote limits, wrile 

o RURAL ond give nearest town) 


Was Ze Wi ¢. CITY OR are Ww Butside corporote limits, write RURAL ond give neores lows) 
x JAA tap bithidal be 
/ 


y 4 
Six Ct ep Aes () () OF A 4 ho 
Conditions, if ony, which Oe IN AQHA AAEM Ara] 


goye rise to immediote =F rae KenL» 
co¥se (0), stoting the under. ( DUE TO C5 re g Q 1 rat 
WAS AUTO! 


lying couse lost. } 


Past fl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART cae Led 


PSY 
PERFORMED? 


ie O so 


s 
© 
a 
i} 
e 
€ 
& 
7° sO SLA 
s fe PITAL “iF not in hospitol, ierve! street ae STREET ADDRESS Q e. 1S RESIDENCE 
co] pasitod OR INSTITUTION a /) fi ON A FARM? 
ees ¥ ; f FRc 
4 a fs thea h fl set PEs O ih <4 If A! <t-t' ¢"., Nes oO 
8 & & 3. NAME OF First en Lost 4. DATE Month Doy Year 
= ae L) £, pi a 
ae (ype ot print) WMIE LONG cea SW, 960 
ie 5. SEX 6. COLOR.OR 7 8. DATE OF BIRT 9. AGE (I 
5 te COLOR_OR,RACE ABE CC ane oO fe} iH Aci eee 
Sires A iscn VY 2 wiboweD [J] Divorcto [] fl ee yrs. 

aa itZ 
2 € iy Wii USUAL OCCUPATION (Give kind v8 work el 0b. KIND ere BUSINESS OR INDUSTRY NT. "BIRTHPLAL E [Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
a She dugiig most of eeiking life, Sven/F retired) 7 9 x vA 
$< se Sart MYLOL, «§ Lif: st 4 
g 52 14. MOTHER'S MAIDEN NAME ; 
° S8 J he - 
B ge (DLE AAs AT bhp fo he A be Lith é . 
= 36 JAS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. [17. ; Zs Lf. 
= E 10, oF wake pate Ret 
g A Lie 4 
« EE Le 
° 18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). 0 Fe INTERVAL BETWEEN 

ly 

3 52 f) g f ONSET AND DEABH 
7° a PART |. DEATH WAS CAUSED BY: * 2 er. 
2 € IMMEDIATE CAUSE (0) OB um Fos ov: B.S S A) fP—C£"| 
rs is 
°° 
<2 
% 
2 
3 
cv 
2 
x 
= 
° 
2 
= 


te hos been signed by the attending p' 


20a. ACCIDENT WAS UNDERLYING CJ 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Part 1 or Port I! of item 18.) 
OR CONTRIBUTING CJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL ——s 
0c. TIME OF INJURY Month, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form. | 20F. (City or town) {County) (Stote) 
Weteas a While aan zhi factory, street, office bldg., ue 
p.m. lot work [-] ot work 


21. I certify that | attended the rons °, HoAnA- 194, Othat I last saw the deceased 


an that death occurred M, fram the causes and on the date stated abave. 
DRESS (Street, city br town, ees | TE SIGNED 


MEDICAL CERTIFICATION 


haspital ar attending physician. 


After this certifi 
page 3 shauld be detached for use as the burial-transit permit. 


One. | = OY - 


LY AA IK ae We AAA La de, / 


istrar prior ta burial, crematian, ar remaval, and in any event within 72 hevrs ofter death. 


may be retained 


© HOSPITAL OR ATTENDING PHYSICIAN: 
TO FUNERAL oe 


3 72d. ioe (City, town, or county) (Stole) 
y 3 
£ Vit lt th, CMe VLEs lla 
gt ho, hiss BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
YS AlS {4) 


DATE 


= 
25 
% 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 (0 A 49 
049% CERTIFICATE OF DEATH rim 


Reg. Dist. No. v 
Be ip prac Or DEATH 2. oa Res eence (Where deceased lived. If institution: Residence before odmission#” 
FS °. b. COUNTY 
=e “Carroll manne || "Mar yland Balto. City 
Be b. CITY OR TOWN (If outside carporate c. LENGTH OF STAY IN Ib ©. CITY x TOWN (IF outside carporate limits, write RURAL and give nearest town) 
é RURAL and give nearest town) ~ , 
e: e Ty 7m.3d. Baltimore V ¥ 
2 d. NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
* OR INSTITUTION ON A FARM? 
oy Springfield State Hospital None yes 1] No 
2 
3 |. NAME OF First Middle Lost 4. DATE Manth Doy Yeor 
- DECEASED OF 
3 (Type or print) JOSEPH LORDO DEATH January 5 19 60 
D> 
Ej 
ea 


~ 
oe 
D 
o 
2 
< 
8 
Uv 
3 
ez 
Qos 
s ee) 
5 
os 
Bos 
Sy 
w Ss 
mS 
= > 5. SEX 6. COLOR OR RACE | 7. MARRIED (] NEVER MARRIED B. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
5 as last birthday) [Months] Days | Hours] Min. 
Fiat Male White — |wioweo] _ivorceo 1885 TAP ys. 
2 — Big 10a. USUAL OCCUPATION (Give kind af work dane! 106. KIND ZY. BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
5 
ees during most of working life, even if retired) 
S ope borer Italy Italy 7 
3 vs £ tT 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
ee i ink 
ae ee James Lordo Unk. 
gett 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | INFORMANT Address 
< 
= a § £ TYes, m0, oF unknown) {IE yes, give wor or dates of service) 
i ACS No | Unk. Records, Springfield State Hospital 
i ee 
3 2 ge 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)-] INTERYAL BETWEEN 
0 = ay PART I. DEATH WAS CAUSED BY: 
£ 28s 17 ce IMMEDIATE CAUSE (0 Nephroscler osis Years 
Seas 44 DUE To 
> 
= ae 2 pty UE POR | wo General arteriosclerosis Years 
s he gave rise to immediote 
3 LENE cS couse (0), stoting the under- ( DUE TO 
ee ¢ 
Se%=R lying couse lost. (a) 
obs evnalcouis Ly 
z Z g 5 = 3 Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT lacified. [O THETERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/19, WAS. ley os 
Seese 0 || Schizophrenic reacticn, other and un spec are HED 
ag [v3 
~ ot te 2 
Fouss = [200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il of item 18.) 
pi tee & [OR CONTRIBUTING L] CAUSE OF DEATH 4 
evis U | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
= a ) 
¢ otss & 20. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City ar town) (County) (Stote) 
Ss Sas a Hour 0. m, While Not while foctory, street, office bldg., oe 
Ear S 2 pm. 1 _ |rwork EJ ov work 
° sy a ie} 
Zz es Rs 21. | certify that | attended the wee fram.__Mareh '7_____, 19.55., to January 5 1960 that | last saw the deceased 
oLde2 
Zz i g 3 5 alive te pes ye, 2 , 19 60 eS , and that death accurred at3 *M, fram the causes and on the date stated abave. 
oe a 7 ADDRESS (Street, city or town, state) DATE SIGNED 
se 
we ACTUAL 
aoe 5 seta ZL 
Ofava i, 
228525 PHYSICI kes 
Eeges NAME hee) _/ Agustin del Ce Campo, M.. Cece a ee. eee 
Pd 82°? Me. BURIAL, CREMA ION, € DATE THEREOF ‘Tc. NAME OF es. Y, 2d. LOCATION ie [or county) (tote) 
oP Pe /-6-CO y 
ofott 
FF 


ao. RESIONBYIREGISERAR | 24. REGIST aoe pe 


DATE 


< 
& 


a LR el Fibuate, ef. 


1 MARYLAND STATE DEPARTMENT OF HEALTH 


Ge 
DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND (} { 4 J I 
‘a 
b 0498 CERTIFICATE OF DEATH 
sz 
8 3 1. PLACE OF t DEATH 7h GEN EE (Where deceased lived. If institution: Residence befare odmission) 
<3 a MARYLAND ey nour: 
=f ® Carroll Mary land 
re) 3 b. CITY OR TOWN (If autside corparate limits, write i LENGTH OF STAY IN Ib c. CITY ee TOWN (If autside corporate limits, write RURAL and give nearest town) 
s RURAL and give nearest town) : 
So: Sykesville, Maryland 9 hours Badtimore, ? 3 
- 2 d. NAME OF HOSPITAL (if nat in haspital, give street address) d, STREET ADDRESS e. IS RESIDENCE 
a OR INSTITUTION ON A FARM? 
5 ode: pringfield State Hospital 2720 Hugo Ave. ves [No 
3. NAME OF ie 4. DA’ 
2 DECEASED First Middle Lost oe Manth Day Yeor 
rt int} DEATH 
3 rege os! L. Macauley Xu 1 11 _1960 
2 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [7 |® DATE OF BIRTH 


lost birthdoy) [Manths] Days 
yes. 


Hours Min, 


9. AGE (In years [IF UNDER 1 or IF UNDER 24 HRS. 


female | White  |wirowenQ _ ivorceo 8/19/1888 


‘y 10a. USUAL OCCUPATION ae. kind . ago 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar foreign country} 
) life, even if retired) 

HOSEW LEE AT HOME BALTIMORE MARYLAND 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


MARION LINDSAY LAURA J. LEVERTON 


ers. 
urs ofter death, 


12. CITIZEN OF WHAT COUNTRY? 


USA 


Pena ieee oe cB ie HS SCAM Sok 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
NO NONE Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only one cause per line far (a), (b). and (c)-] 
PART |. DEATH WAS CAUSED BY: 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remove carbon 


After this certificate has been signed by the attending physician ond completely filled in by # 


AITENDING PHYSICIAN: The low requires that the death certificote be executed within 24 haurs ofter death. Page 4 


cs 
= 
eS 
es 
S 
: 
3 
> 
5 
€ 
oe fy. 7 IMMEDIATE CAUSE fl hours 
§ 42a. DUE TO 
Su Canditions, if any, which rs hours 
ye gave rise to immediate 
Le cause (a), stating the under. ( OVE TO 
es Einapieaussalint @__Arteriosclerotic eardio-vasculer disease years 
Bes. . Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a}]19. WAS AUTOPSY 
2256 QO je 
C585 a $ ves) NOY] 
Does = [ 200. ACCIDENT WAS UNDERLYING []_[20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | or Part Il of item 18.) 
rf & | OR CONTRIBUTING CD) CAUSE OF DEATH 
ge2s © | (iF ETHER, NOTIFY MEDICAL EXAMINER) 
bees & [20c. TIME OF INJURY Manth, Doy, Year | 20d. INJURY OCCURRED ‘2e. PLACE OF INJURY (Home, form, T20f. (City ar town) {Caunty) (State) 
5° e a 8 ede oan i While Not Stile factory, street, office bidg., etc.) | 
Rees ce = p.m. jat work [] at work (J { 
ase8 fe 3 
= ga 21. | certify that (I) (this haspital) attended the deceased fram. ie -1/11/60_., 19.___, that (I) (we) last 
2 5 
ea = saw the deceased alive an___. Wf 1/11/60 __ 19___.., and that death accurred ai SSB the causes and an the date stated abave. 
e a8 To, SIGHATURE 22b.DATE 
as , ATTENDING MED. STAFF “4 
ores ro ad Lef Campo p.| PHYS. C1) __pirector PHYS. O 
O2aze ‘22c. PHYSICIAN'S 22d. ADDRESS 
zigsé || | gh: Sykesvill 
e2se% bebstin del Campo, M.D, _ Sykesville, Maryle 
FA Bo 8 230, BURIAL, EREPRTIOS: 3b, DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, ar caunty) (State) 
SB specify 
EEE Es BUAYAL 1/14/60 LOUDON PARK CEMETERY| BALTIMORE MARYLAND 
ee 24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 250, REC'D BY REGISTRAR | 25b, REGISTRAR'S SIGNATURE 
> 
MoM Side? H. SANDER & SONS INC. BALTIMORE MD. oBAN 1 4°60 Clittun £ Kash 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
Item 3 Fil FICA: 2-1-60 et 
| ygye CERTIFICATE OF DEATH 


—_ 
| 


QU4S4 


nd Reg. Dist. No. 
4 5 [\ 1. PLACE OF DEATH 2, USUAL RESIDENCE (Whore deceased lived. If institution: Residence before odminion} 
52 % Carroll ose Maryland °° Carroll 
= 
°° hf c. CITY OR TOWN {IF outside corporate limits, write RURAL and give nearest town) 
g 


MARYLAND: 
b. hi ee shea id (If Crass corporote limits, write | c. LENGTH OF STAY IN Ib 
Cnion Witt s 17 days | x rural Westminster 
) 


d. NAME OF HOSPITAL (If not in hospital, give street address} d. STREET ADDRESS. 
ORINSTTUTION Weadow ViewConvalescent ||/ Rp. 4 Reese 


. 


that the death certificote be executed within 24 haurs after death. Poge 4 


@ 


e. 15 RESIDENCE 
ON A FAR 


yes] Ni 
_ ee Sane. 
3. NAME OF Ella oiftin Blanche lost 4, DATE Month Day Yeor 
DECEASED | a bs OF 
(ype or prin) PAL AW CHKE LEW Mt Ps 4 Fi DEATH JANUAR WI 19 62 
5. SEX 6, COLOR'OR RACE |'7. Married (] NEVER MARRIED [-] | & DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


CEMA WHITE. |woowrr py oworceeo] | April 17,1869 OT ete | seas a GE (| ae 


10a. Patek ese aS Cie kind - | 10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ouse work Own Home Carroll County, Md. USA 
lic 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Charles W. Brown Catherine Tawney 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address. 
{Yes, 90, oF unknown) {IF yes, give wor or dates of tervice! 
no o* ++ +|+ ++ + & [John L. Magee R 4 Westminster, Mde 


18, CAUSE OF DEATH [Enter only one couse per line for (a), {b}. and (c}.] 


PART I. DEATH WAS CAUSED BY: 
3 IMMEDIATE CAUSE (a! 


DUE TO 


INTERVAL BETWEEN 
ONSET AND DEATH. 


DAYS 


Then please remave carbon popers. Pages | ond 2 


3, if ony, which w 
gove to immediote 
catse (a), stoting the under ( DUE TO 


nee siean wARIELioS cLésote CAD OVASCULAL DiS, 


jires 


After this certificate has been signed by the ottending physician ond completely filled in by 1 


poge 3 shauld be detached for use as the burial-transit permit. 


PS 

° 

2 ra Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)]19. WAS AUTOPSY 
S = 

yi a yes (} NO fy 
2 = | 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part I of item 18.) 

§ & | OR CONTRIBUTING L] CAUSE OF DEATH 

§ & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

s Ps a 
ro & ]20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY IHome, farm, | 20F. (City or town) {County} (State) 
= a Hour o. m. While. Not while factoty, street, office bldg., etc.) 

r z p.m. 19 fot work [J at work [J 1 

iS 

2 


21. t certify thot | attended the deceased from... VAT... WIZ, to CAMVART HG \9G22.,thot | last sow the deceased 
alive on. URMUAET 25" 190 __, ond that death accurred at F_2 M, from the causes and an the date stated above. 


the registrar priar to burial, cremotian. or removal. and in any event within 72 hours ofterd 


TO HOSPITAL OR ATTENDING PHYSICIAN: aye! law requi 
e 


: ] ‘ Y ADRESS (Street, city or town, stote} DATE SJGNED 
3 ACTUAL / 4 L2 

ze SIGNATUR! af MD. Ww. 

sa 

$3 | eis 4am Lenrs Sere WESTUOWSTER, MD. 

a Fd ‘22a. BURIAL, qe Mb. DATE THEREOF ‘Zac. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (State) 

a BUPLsT 1*29<60 Sandymount Cemeter Sandymount, Marviend 

2 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2da. REC'D BY REGISTRAR | 2b. REGISTRAR’S SIGNATURE 

YSAN5 (4) John R. Byers Westminster, Maryland, JAN 2860 athun & Fase 


MARYLAND STATE DEPARTMENT OF HEALTH 


— 


14, Vere 'S MAIDEN NAME 


Z ipelled 


Address 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND {) U4 Y x 
00 DEATH : 
=A 050 CERTIFICATE OF 
£3 1, PLACE OF DEA’ 2 USUAL pale we {Wherg deceased lived. If institution: Besidence befare od edrpiaxian) 
tues a. COUNTY y a. STAT is CONN (We tte. 
ler P MARYLAND 
2s A 7A. LALA E 
3 b. CITY OR TOWN {IF autside « rporate limi, wile ws OF STAY IN 1 ©. CID OR TOWN (If autside corporate limits, write RURAL ELE: give neorest tawn) 
55 A)RURAL ard give nepfast ta a f peat) 7 
e: heite lees 
a ‘d. NAME OF HOSPITAY (IF nat in hospital, give es <d. STREET ADDRESS @. 15 RESIDENCE 
a OR INSTITUTION | ON A FARM? 
SS ALL GHO. 
z 
6 3. NAME OF Fiest Middle Lost 4. DATE Manth Doy Yeor 
-. ae 
83 teen OLAV20A Thomas MARRIVER | Veo, 26 G0 
ex 5. SEX 6. COLOR OR RACE |7. MARRIED Pel NEVER MARRIED [] | 8: OATE OF BIRTH 9. sella IF UNDER } YEAR] IF UNDER 24 HRS. 
ke aq? birthday} Manth: Or He Min. 
2 ih J wioweo [} vivorceo 1) | Gy “lay LaLa Q@Z PP belie ae ce 
rf i 7 
ra 10a. USUAL CUPATION (Give kind af wark dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar fareign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
5 dycing most of working ite, even if retired) Z 
= IAA CML oe ee, ApS. Be 
R 13. FATHER'S DAME 


Ul 
PvE: a) {v7 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 
(Yes, no. oF unkown} | WS yes, give war or dotes of service! 


er: an GA 


Then pleose remaye carbon papers. 


The law requires that the death certificate be executed within 24 haurs after death. Poge 4 


After this certificate has been signed by the attending physician ond completely filled in by the 


BS 
3 & 
= 18. CAUSE OF DEATH [Enter anly ane cause Cob line for {a}, (b), and {¢). = y ee 
© PART I. DEATH WAS CAUSED BY: = 
= IMMEDIATE CAUSE {0}. 
5 33/xX DUE TO JFS7 
ee fore) Gian teh i ose a 7) EY 
Sites cot {0}, Hating the under. ( OUETO 26 eae 
e327 ying cause last. © e han 
a. es SS 
cs % Parr Il, OTHER SIGNIFICANT CONDITIGNS CONTRIBUTING JO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 
gia. 6: = 
435% s = DO nop 
are = | 200. ACCIDENT WAS UNDERLYING [)__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Part | or Part Il of item 1B.) 
23505 & | OR CONTRIBUTING C1 CAUSE OF DEATH 
eeos_. G |(IF EITHER, NOTIFY MEDICAL EXAMINER) 
ee 0: ey 
25 35 & |20c. TIME OF INJURY Manth, Day, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY Hore sei (City oF town) (County) {State) 
+52 5 Hour a. m. Whil Nat whik ty, street, affice etc. 
z 59 g ae 19 lot work [Pot work. 
Diese 2.5 y S 
z = Be 21.1 certify that (I) (this gee attended the re fram... ft yes 12.4, to 2.6 Ao ieee that (I) (we) last 
23 3 aa saw the deceased alive an. 4.2. fe__ 19 ho and that death « ut death accurred at@SOM, fram the ctiuses and an the date stated abave. 
a 3 Mo. SIGNATURE 2b, DATE 
t afSe ak SIGNEO 
= ATTENDING ED. STAFF 3 
Ps @ 3% ved ro olRECToR C]__ PHYS. /-Z/7- Go 
O252 g 22 PHYSICIAN'S a ee 
=5°38 (Type) z L 
2$238 oe, ‘4 cs SV fresviihe, (40, 
SS ee ual apy RR le = SE EE BE ta el als la EL 
= 2 
3 Bg° S 2a, BUR VAL, CREMATION. [ 236, DATE THEREOF iy 3c, NAME OF CEMETERY OR CREMATORY = LOCATION (City, town, or county) 
~Ss 8 EMOVAL (Speci ‘Ll 
ear? jedtiap \l- 49- GEG pcceiale : 
=F > > Fup CTOR'S SIG) ee Se DP DRE: wd 250. REC'D BY REGISTRAR 
VRAIS (4) Sy heal, *60 
pong ae x ZA MITE, ghia . loare FEB 2 '6' 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND () G A g 0 
=x 


1 - MARYLAND STATE DEPARTMENT OF HEALTH 
a oF N50; CERTIFICATE OF DEATH 


1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institutian: Residence befare admission) 


10a. USUAL OCCUPATION {Give kind af wark done) 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar fareign cauntry) 12. CITIZEN OF WHAT COUNTRY? 


during mast af warking life, even if retired) 


ce i \ 
g a / a. COUNTY a. STATI b. COUNTY 
3s Carroll bat aa Maryland : Balto. City 
Be b. CITY OR TOWN (If autside carporate limits, write] c, LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside carporate limits, write RURAL and give neorest town) 
a RURAL and give neorest tawn) . at lee 
2 Sykesville 3yrs.5mos.15days Baltimore 9VoOl-“ 
“ d. ST NETROPIC {If nat in haspital, give street address) d. STREET ADDRESS e. rg bg 
Sash. Springfield State Hospital 508 N. Eutaw St. yes 1] No 
z 
5 3. NAME OF First Middle ( Jenkins} 4. DATE Manth Day Yeor 
=a DECEASED OF 
Ae (Type ar print) Mary PaulineX#Qexexux Mase. bearH §=— January 22, 19 60 
& # S. SEX 6 COLOR OR RACE |7. marRieD [] NEVER MARRIED [_] | 8. DATE OF BIRTH 9. AGE ii see " UNDER 24) HRS. 
5 . at uv fe 
a Female White wipowep X] pworceo(] | February 1, 1883 vi reflicemvidliaie: We os a 
e 
g 
2 


Seamstress Maryland U.SeAs 


13. FATHER'S NAME 


August Maselkowski 


14, MOTHER'S MAIDEN NAME 
Pauline Suwalski 


Then please remave carbon papers. 


= 
° 
& 
5 
o 
= 
8 
3 
¥ 
(Specs 

< 
a) 
2s 
a3 
< = 
io > 
5 3 
= 
3 
2 6 
Bane: 
eed 
3 c 
s,5 
a = 
o i] 
‘ot wa 
= & a 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
5 oO e {Yes, no, or unknown) (IF yes, give war or dates of service) ‘ 7 
PoP as No | - = Springfield Hospital Records 
8 eRe 1B. CAUSE OF DEATH [Enter anly ane cause per line far (a), (b), and (c).] INTERVAL BETWEEN 
3 = = PART I. DEATH WAS CAUSED BY: af Stal yy 
eo Ses IMMESIATE CAUSE 0) Cerebral accident yeek 
ea 30 dK DUE TO 
if 3° dO K . 
2 Fg3 apretilahe 1 eayguenih »___Pulmonary tubekculosis Years 
8 BES gove rise to immediate a = 
5 58s cause {a), stating the under. ( DUE TO 
fers : lying couse last. te) 
2285. 4s Pagr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o]|19. WAS AUTOPSY 
wes 4 |&|C.B.S.assoc.with cerebral arteriosclerosis with psychotic reaction. yes O NO 
Po y 
pues = [ 200. ACCIDENT WAS UNDERLYING [| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part I af item 1B.) 
SS ee5 & | or CONTRIBUTING C1 CAUSE OF DEATH 
qgve s wu | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2stss & |20c. TIME'OF INJURY Manth, Day, Year |20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (Cavnty) (Stare) 
Sos 6 Hour a. m. While Not while factary, street, affice bldg., etc.) ! 
Eae-? = p.m. 19 lat wark [2] at wark i 
oF,85 ; ; F 
ZeSua 21, | certify that (4 (this haspital) attended the deceased framAucust 7, _ 19.56, sodanuary 22,5, 19.60, that (# (we) last 

3 

eo as saw the deceased alive ondJanuary 21.1960. and that death accurred ot L? 1} AMom the causes and an the date stated abave. 
ee re 20 SIGNATURE rs Lol 7 iE 2b, DATE 

bO ATTENDING MED. STAFF 
epee te41tet él Chin LQ. M.0. | PHYS 1) __birector PHYS. I] 1/22/88 
O2sre y) 1 22°. PHYFICIAN'S bee TaN id. ADDRESS 
eae & () Agustin delCampo, (M.D. Sykesville, Md. - Springfield Hospital 
TES me iy | Ed eked ice Eee 
3 22° a Mo, BURIAL CREMATION, b. DATE THEREO, we OF CEMETERY OR CREMATORY 7 (State) 

> & pec fs 

=x ao £ £ , 
Ofek ‘ WV ¢ 157 0 AWG RYAN Rix, ' ; 
ee. 2Sb. REGISTRAR'S SIGNATURE 


pa 


Cithua § taut 


pe ro ADRESS 2 UR 250. REC'D BY REGISTRAR 
W a i 
eaee CPL. Lip wey Jind (Dr LovpadoT | onilAn 26 '60 
: > 


el 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


058 CERTIFICATE OF DEATH Reg. Dist. No. 


~ ce 
D> 3 3 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence befare odmissian) 
& By 9. COUNTY MARMtENS o. STATE b. COUNTY 

Se. 
£ Be b. CITY OR TOWN (if autside corporate limits, write | c. LENGTH OF STAY IN.Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
8262 RURAL and give nearest tawn) days ¢ 
K kes e yr. 4 mo. Baltimore 2 V Off 
2 4 SS d. Ca A pe (If not in hospitol, give street oddress) d. STREET ADDRESS e. Pp REIBEN GS 
o bn giicel - 

f 4 2 

SO pe Oee) Springfield State Hospital ves [] NO 
8 oce 

pad 3. NAME OF iT i 4 
2 Be Naser First Middle Lost 4. DATE Manth Day Yeor 
Se 3 (Type ar print) ABETH ARTON REPP M RO} DEATH 1960 
= > 5. SEX 6. COLOR OR RACE [7. MARRIED [-] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
=) lostbicthday) [Months] Doys | Hours Min. 
o o¢ white WIDOWED bivorceD [] ie 
2 —E a 10a. USUAL OCCUPATION {Give kind af work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country} 12. CITIZEN OF WHAT COUNTRY? 
g 88s during most of warking life, even if retired) 
« Be) fo = = 
& Pew no , g ee 
3 fs 3 of 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
g oe n_Repp Elizabeth 2 
= $63 15. WAS DECEASED EVER IN U. 5. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT ‘Address 
5 ao Ee = (Yes, no, of unknown) {NE yes, give war or dates of service) 
2B te) = Springfield Hospital Records 
= eS) Se 
9 28s 18, CAUSE OF DEATH [Ener anly ane cause per line far (a), (b). ond (c).] INTERVAL BETWEEN 
moan PART |. DEATH WAS CAUSED BY: - 
cee ae 5), _ WMEDIATE Cause fo) __Bronchopneumonia left side 2_days 
= £f oe , ix 
=) bean ey 47 EX DUE TO 
3 é 
= ee re s . . 
aoa Canditions, if any, which w_ Cardiac failure 2 days 

E fates : 
= gis Soune (0), ating the under DUE TO 
Gesu i lost. 
See ~R 1g cause last, (a 
foc # See ee 
i oo 3 6 x ra Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a)| 19. Baer MR 
—23sPT 5 oO ct 
eas i é. = ‘ * 
26508 & C,.B.S, assoc, with senile brain disease with psychotic reaction yes) NOR) 
rc ae re] 2 ——— 
tes oF Ze = | 200. ACCIDENT WAS UNDERLYING []__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Port | ar Part Il of item 18.) 
eo so = & | OR CONTRIBUTING L] CAUSE OF DEATH 
ageve/eo © |{IF EITHER, NOTIFY MEDICAL EXAMINER) 
2s5es & [20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, farm, | 20f. (City or town) (County) (Stote) 
Eoiss 3 Ricerca 1 (While Not while factory, street, affice bidg., etc.) | 
ape. 4 ie Pom. jat wark [] ot wark (J 1 
Saye? 5 
225 = 21. | certify that | attended the deceased fram. _.12/30/59__ oe ee to__.1/1/60 -, 1%__, that | last saw the deceased 
a2<28 ; a 
zee s alive on______1/1/60_ Sag , and that death accurred at_1121lOM®Adit the causes and on the date stated abave. 
e Se ma ADDRESS (Street, city or town, state) DATE SIGNED 
a ‘as ACTUAL 
85 Yt bee. rille, Marylend 

apes s 1tthayZ) wo, ._ Sykesville, Mary. L 
Ocaza Co 
aess5 / PHYSICIAN'S 
Ses nineties 9 heat in del Gamba EDS ee oe ee 
ee me 
aS Bo? 220. BURIAL, CREMATION, | 22b. DATE THEREOF Q2c.NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, tawn, or county) (State) 
O,.53° REMOVAL <Spedffy) 5 , 4 
zee ee Bate 7-41-60 wartz Cemetery 
EP ee 23. FUNERAL Jeg. SIGNATURE h Hi ADDRESS m1 R bi 24a, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
VS A15 (4) , 
15 9738 Leonar - Kuck 5305 tlargor pate JAN 4 60 nthun £ Kass 


TO HOSPITAL OR AEZENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. Page 4 


o< 
a 


After this certificate has been signed by the attending physicion and campletely filled in by the 


® 


TO FUNERAL DIREC! 


5M 9/58 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0498 
. CERTIFICATE OF DEATH 
0552 


1, PLACE OF oe 2. USUAL RESIDENCE (Where deceased lived; If institution: Rpridence befare admission) 
a. CO a . COUNTY 
MARYLAND YZ Ol. é a 
£ LYA {Zz pet si Matt, Le Ee EAE 


b. CITY OR TOWN {If autside carporate limits, write ie LENGTH OF STAY IN Tb side carporatetimits, write RURAL and give nearest tawn) 


URAL and gi “ey J zie 


SPITAL (IF not in hospital, give street address) 
TION 


Reg. Dist, No. 


= 


tawn) 


\ 


d. STREET ADDRESS e. 1S RESIDENCE 
ON A FARM?. 


Yes (] NO 


x 


/ 
fen CAR WET — A“ (LLE 


tote. ie 19 
5. SEX re i uf ‘OR RACE |7. — NEVER MARRIED [-] | 8. DATE OF 8IRTH 5 AsGE (in years [IF UNDER VYEAR] IF UNDER 24 HRS 


{ : lay birthday) [Manths] Do: H 
WIDOWED Divorced [7] ale TLR 5G , ys | Haurs 


Month Day Year 


Pages 1 and 2 shouid be filed» 


5 yrs. 
Bag 10a. USUAL OCCUPATION (Give kind of wark dane] 10b. KIND OF BUSINESS OR INDUS RY Ue a) re ar ae cayntry) 12, CITIZEN OF WHAT COUNTRY? 
8% duriny 1 of warkingJife, even if retired) f , 
2 Pit Otcrar. Tat: Bee eephacel L& A: 
2 2s 13. FATHER'S NAME THER 3S MAIDEN 
52 pee 
oO 
: * f Pew 3 st ee 
o 


15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |1/SOCIAL var NO. INFORMANT - et 
{Yes no. of unknown) {iF yes, give wor or dates of service) y\& 
y ig Yitea i! 
18. CAUSE OF DEATH [Enter anly ane couse per line far = (b), and i: coe ht N 
PART |, DEATH WAS CAUSED 8Y: Cerebral Thrombosis NS Tage 


ian IMMEDIATE CAUSE {a)_ 
332* DUE TO 

Canditians, if any, which »__Arterio-Sclerosis 5 YPSe 
gave rise ta immediate | 


Then pl 


the registrar priar to burial, cremation, ar remavol, and in ony event wi 


cause (a), stating the under- ( OVE TO 
lying cause last. () 


‘3 
o 
g x Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a}[19. WAS AUTOS 
& Re 
=a O13 Repeated Throhboges for past three yearse 
2 = 20g. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part Il af item 18.) 
$s & | OR CONTRIBUTING C] CAUSE OF DEATH 
3 G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
= z aia as 
ro] & |20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, ira 120. (City ar town) (County) (State) 
5 a oth Sin NBII ne Nensaniig fectay, sired, office bldg, etc} | 
55 = p.m. 19 Jot wark (J at wark 
$ 21. | certify that | attended the deceased fram____],_ 125{60.---. Wesecs 1 tones 1/29/01 9___,that | last saw the deceased 
2 
alive an 1/25. | —)2__60__. and that death 4ccurred isa fram the causes and an the date stated PvE 


ADDRESS (Street, city ar tawn, state) DATE SIG; 
Boatire 2. C WV as Hampstead Maryland 1/29/ "4 
mVSICIAN'S M,CyPorterfiad 

“CO Lee (City, fawn, ar county) 


NAME (Type) 
Za. BURIAL, CREMATION, | 22b DATE THEREOF 
2da, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIG! 
b 
pate FEB 


"De NAME OF CEMETERY OR CREMATORY 


poge 3 shauld be detached far use as the burial-transit permit. 


may be retoined 


MOVAL tee é ted [= } ito 


Weipa 


ATURE 
nasal, 


AIS (4) \ 


g 
5 


be filed with 


lerol 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


CERTIFICATE OF DEATH 


Reg. Dist. No. 


1. PLACE OF DEA 


peers MARYLAND 


wa ae oll Net 


2 ene poets (Where deceased lived. 


o<4 


If institution: Residence before pamission) 


b. coun Ato 


b. CITY OR TOWN (If outside corporate limits, write 
RURAL gnd give neacest town) 


¢. CITY ORJOWN, i (If outside <a aii write RURAL and give “ce town) , 


oe Lieder Ad on 13A< ee 3 (ura 
a d. NAME OF HOSPITAL (IF ital, : 
S. ORT oe pee ge STREET ADDRESS suISIRESIDERE 
“ 
2 A iis! yal 
8 3. NAME OF i Middle « 4. ath 
oe OECEASED eats or ene ry i 
: Sere TAY Ab = L MIVWIOK ad — ee 
é 5. SEX 6. COLOR OR RACE |7. oo | NEVER MARRIED [] | 8. DATE OF BIRTH 9 hg E | (ios ry IE UNDER 1 YEAR| IF UNDER 24 HRS. 
# stbirthdoy) [Mon ; 
WM lw widowen [J pivorceo [] 8 =29-/F59 S$ go. ea Hours | Min, 


12. CITIZEN OF WHAT COUNTRY? 


10a. eval elec (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY 11. BIRTHPLACE (Store ‘or foreign country) 
duric 


orking life, even if retired) 


Th 


14. MOTHER'S MAIDEN NAME_ 


“May (sloekioy 


OW ett et“. L 


OES. A» 


ter déoth. 


13. ee t t 
- LtCy ij tet 


fi aes erp IN 0. S. ARMED FORCES? 16. SOCIAL SECURITY NO. J17. INFORMANT 5 Address 
={2- 7049 Jiwe Meg rd [fcceercage ucsen fouhgs WA 


18. CAUSE OF DEATH [Enter only one couse per tine for (0), ve ‘ond (c}.} 


PART |. DEATH WAS CAUSED 8Y; at 
/ cs IMMEDIATE CAUSE (0) 


DUE TO 
Conditions, if ony, which (b 
gove rise to immediote 
couse (o), stating the under- 
lying cause fost, 


Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN #N PART I(o)| 19. Ns fees 


fi Seo WEEN: 
ISET AND DEATH 


Then pleose removg“corbon, popers, 


ra 
2 MED? 
) 3 yes] Noe 
| 200. ACCIDENT WAS UNDERLYING [J | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port tor Part It of item 18.) 
& | OR CONTRIBUTING LC) CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
$ (County) (Stole) 
ray 
g 
= 


20e. TIME OF INJURY Month, Day, Year (20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, 1 20F. (City or town) 
Hour a. 9. While Not wile foctory, street, office bldg., se 
Pim. jot work [7] ot work 


21. | certify that | atte = the deceased from. a LF 7,19... to LLLE LO, V9____..Ahor | lost saw the deceased 
alive on___/, LIE CLO, i ooaeeeeeee and that death occurred ot 2 Pm, fram the couses ond an the date stated abave. 


After this certificote hos been signed by the ottending physicion ond completely filled in by t 


'e hospitol or attending physicion. 


the registror prior to burial, cremotion, or removol, ond in ony event within 72 hours 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the deoth certificote be executed within 24 hours ofter death: Poge 4 
page 3 should be detached for use os the buriol-tronsit permit. 


© ADDRESS (Street, city or town, stote) DATE SIGNED 
ze / Nis SA ils oe LLbsad. Mteradl ten, Pt BL) MME ‘GO 
Be 

OG PHYSICIAN'S 

oz NAME {Type ee ee Se air ee Ee we 
sy — BURIAL, CREMATION, | 22b. DATE Wee Zc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION wi ‘own, oF cee tote) 

> MOVAL tSeee 1-/9 ig . “}; 

52 / AO "ur | AanyeCl bt 

e aren pee I 24a. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 

wis) bate_JAN 1 8 60 Cottun & Fane 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 Ke 
050% CERTIFICATE OF DEATH am, JU50 


—_i 


Reg. Dist. No. 
1, PLACE mareom . 2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence befare odmissian) 
arrol, vA 


a. “MARYLAND 0, STATE M ay, [An oy b. COUNTY 7 ay Le 


b. CITY OR TOWN (If autside carporate ve write ke LENGTH OF Plaesl IN 16 c. CITY OR TOWN (If/autside carporate limits, write idee ol give nearest tawn) 


ual Ut Waa oe « Kvraf— it Ai kif 


d. NAME OF HOSPITAL {if nat in haspital, give sfreet Lod d. STREET ADDRESS e. IS RESIDENCE 
ON _A,FARM? 


OR IN as Ko ad us fers i Lhe oo ves Pf Noo] 


|. NAME OF ict ‘ddl 
DECEASED te Middle DATE Month 


meen Delane Keoseve/t fryers, Bam 


6: COLOR OR RACE |7. MARRIED] NEVER MARRIED Et a a2: (In years 
le 


lost eal 
ol cored wipoweD [J DivoRCED [] wet A 


10a. USUAL OCCUPATION (Give kind af work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BI ies om ‘ar ns = CITIZEN OF WHAT COUNTRY? 
during mast of warking life, even if retired) 
-— a 


13. FATHER'S NAME ins ‘Bedok, 'S MAIDEN NAME 


lane Roo cove/f M1 V C fava Bernice foe 


1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. (INFORMANT 


Address 
(Ves, mor ‘unknown} | (yes. re dates of service) a MYs CG / Ppa M fe AG DM i hyve ) YY 
18, CAUSE OF DEATH [Enter only one cause per line far (0), (b). ond i - 7) INTERVAL soy 
PART OEATIMMEDIATE CAUSE fo ron chial WOU wn outa Tle ays 
47/% DUE TO | 


Canditians, if any, which 6 
gave rise ta immediate (0) | 


Meral director, 


ter death. Page 4 


Pages 1 and 2 shouid be filed with — 


pers. 


jer death. 
ae; 


\ 


Then please remave & 


the registrar priar ta burial, cremation, ar remaval, and in any event within 72 hours Aft 


couse (a), stating the under- ( DUE TO 
lying couse lost. a 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. RS etal 
yes) no 


2a. ACCIDENT WAS UNDERLYING (1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part Il af item 18.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Day, Year |20d. INJURY OCCURRED — |20e. PLACE OF INJURY [Hame, farm, | 20f. (City ar town) (County) (State) 
Haur a. m. i Not while factary, street, affice bldg., etc.) | 
at work 


MEDICAL CERTIFICATION 


eB hat | last saw the deceased 
ee Or _, read that death accurred ae PM, fram the causes and an the date stated abave. 


DATE SIGNED 
SIGNATURE __ Pec Ceclevell 
PHYSICIAN'S UP, Cufwel/ 

22d. LOCATI Ll tawn, ar county) (State) 
Poplar Springs, Md, 


che ADDRESS: 2da. REC'D BY REGISTRAR ‘Zab. REGISTRARS SIGNATURE 
Damascus, pate JAN 2 6 60 Onttun £ Fins 


After this certificate has been signed by the attending physician and campletely filled in by thi 


haspital ar attending physician. 
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TO FUNERAL DIREC 


page 3 shauld be detached far use as the burial-transit permit. 


may be retained 


TO HOSPITAL OR 


1h 


FOR STATE 


HEALTH DEPT. 


8 within 72 hours after death. 


File pages 1 ond 2 with the St 


Bie, writing the word ““pending™ in pen 
to the Chief Medical Examiner's 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


MEDICAL EXAMINER'S CERTIFICATE OF DEATH ; 
== Ae oe Aes, OL Nese 


7, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If inslilution: Residence before od 
o. COUNTY - STA 
Carroll mammano || °°. Maryland » COUNT Carroll 
b. ay OR yt uae corporate timita, write RURAL ¢. LENGTH OF STAY IN Th c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
be pager oe 
Rural Westminster Life X__Rural_ Westminster 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) f STREET ADDRESS 1S Ig RESIDENCE 
i 
2 No 
3. NAME OF First Middle lost ‘ DATE Lamaarenn er vee 
type oxbol Norman _—s—*‘ Theodore  _——_— Myers peatH January = 25 1960 
5, SEX 6. COLOR OR RACE |7. MARRIED NEVER MARRIED o 8. DATE OF BIRTH 9. AGE {in yeon HFUNDER TYEAR| fF UNDER 24 HRS. 
z oe Months] Days | Hour | Min. 
Male White wivoweof} —sworceo(] [November 21, 1891 ya. ee 
100, USUAL OCCUPATION setae kind of work Bi KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole « ‘or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Postal Worker U.S. Government Maryland ; _ U.S.A. 
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Theodore J. Myers =e: Mattie Koontz _ se) 
ah WAS es eee U.S. or oe 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
fos. ne, Of unknown] {It yaa, give wor oF dates of service) 
No 215-36-8328 | Mrs. Norman T. Myers, Route #7,Westminster ,Md. 


INTEevat BETWEEN 


Ee 


18. CAUSE OF DEATH [Enter only one couse perupsien (0). (b). and (c). } 
PART |, DEATH WAS CAUSED BY: “ 


IMMEDIATE CAUSE (0) 

“2od DUE To 

. if ony, which 
mmediote couse 


underlying{ PVE TO 
couse lost. <aeioedl tc 


3 PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART t(o]|19, WAS AUTOFSY _ 
PERFORMED? 

| yes] not] 

£ (200. EXTERNAL CAUSE WAS 20b, DESCRIBE HOW INIURY OCCURRED. (Enter nature of injury in Part tar Pact It of item 18.) 

& [PRiMany Cl ot CONTRIBUTING 

& | cause oF DEATH. 

2 ‘ = 

& [20e. TIME OF INIURY” “Month, Doy, Yeor [70d INJURY OCCURRED [20. PLACE OF INJURY (Home, farm 120, (City or town) (County) Store) 

6 Hour 9.m. While Not while Factory, sires}, effien bldg. of 

= p.m, "7 ot work [] ot work [1 


21. I certify that | taak charge of the remains described above, held an Autapsy fal Inspection ew. Inquiry [1], and in my 


opinion death resulted from: Natural cayses JJ, Accident [], Suicide [], Homicide [[], Undetermined manner [] 


CHIEF MEDICAL EXAMINER im} 4 icky ap 
ASSISTANT MEDICAL EXAMINER (} Vide 


DEPUTY MEDICAL EXAMINER 


ACTUAL 
SIGNATURE, 


EXAMINER'S 
NAME (Type) 


‘Tho. BURIAL, eae 
REMOVAL (Specify) 


a tea pa TOR spn ae , ; 60 


CQO, Fuss Son, in oe Md. 


Td. LOCATION (City, town, a county) —=—=—Ss«(Stote) es 
Westminster ,Carroll Co., Md. 
24o. REC'D BY REGISTRAR ‘24b. REGISTRAR'S Pees ae 

UJ 
pareJAN 2 7 60 Catton Menta 


‘2b. DATE ered 


ADDRESS 


1 y ; _ MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND re } 


CERTIFICATE OF DEATH 


= ss —— 958+ 
& 33 1, PLACE OF DEATH - 2 USUAL RESIDENCE Cr deceased lived. If institution: Residence before odmissiop) 
& 53 ied YY, y A MARYLAND b. COUNTY Vortec’ 
= Be b. CITY. OR TOWN (IF outside corporate limits, write | ¢. LENGTH OF STAY IN 1b <. CITY OR Lae. jutside cpfporote limjts, write RURAL Lita give nearest town) 
§ 3 ong-Give neorest town) P Ai 
as) 

oe: I EL Lhe voctlie 
2wee d. NAME OFAIOSPITAL (If not in hospital, give street address) d. STRE e. IS RESIDENCE 
so =4 ‘OR INSTITUTION ON A FARM? 
2 BQ OK ves L] NODE 
5 
Zz = 5 ap NAME & First Middle Lost 4. DATE Month Doy Year 
x -. yi Maré. 
BAS 33 (Type or print) EAS j 5) AVES] Fg th re 5 |_eam 2H ¢ & 2 Me 
z os 5. SEX 6. COLOR OR RACE |7. MARRIED DR NEVER MARRIED ne 8. DATE OF BIRTH 9ZAGE (in yeors [IF UNDER 1 YEAR|IF UNDER 24 HRS. 
5 ao a lost birthday} [Months] Days | Hours | Min. 

5 : 
3 tess wivowep[] —_—iobivorceo Le Li L438 ae yes. 
Ss & ¢ 10a. ele OGCUPATION (Give kind of work dane] 10b. KIND OF 8USINESS ‘OR INDYSTRY } 11. aueree CE (State or 2. n country) 12, CITIZEN OF WHAT COUNTRY? 
3 ge during post 9 oo life} even if retired) 
Sapiaes LMLAD cle (Sf. 
3 2 ies 13. c. NAME C 14, MOTHERS MAIDEN NAME 

9. ( 

2 re] 
3 PLEPICA WA, V/s LALA? 
= 7 


IAS DECEASED EVER IN . ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 


5 ‘80. or unknown) INF yes, give war or dates of servica) 
: i? ob 05-2459 Hs L tue — 
BE 18. CAUSE OF DEATH Tei only one couse par fine for {0} (b}. ond) INTERVAL BETWEEN, 
nS PART |. DEATH WAS CAUSED BY: / 
Fae =a MEDIATE CAUSE (0} toy eb 
‘S46 587.0 DUE To } 
5 Conditions, if ony, which (o 


gave rise ta immediole 
couse (a), stating the under- 


lying couse fost. ) aE 


DUE TO 


The law requires that the deoth certifi 
te has been signed by the ottending physician and campletely 


, cremation, ar remaval 


rs 
& 

cea 

Bes a Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART I(of}19. WAS AUTOPSY 

> “3 e 

£35 oO < yes] no] 
arcane © [200. ACCIDENT WAS UNDERLYING C]__ | 20b. DESCRIGE HOW INJURY OCCURRED. {Enter nature of injury in Part | or Part Il of item 18) 
2s & | OR CONTRIBUTING C] CAUSE OF DEATH 
Zeiss © | (iF EITHER, NOTIFY MEDICAL EXAMINER} 
Z ca 65 & ]20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 1 20F {City or town) (County) (Stote} 
=o? ge a Hour a.m, While Not while foctory, street, office bldg., etc.) 
z32.° 2 p.m. 19 Jot work [] of work J H 
Oe ee 
z Ee De 21. | certify that (I) (this respi attended the deceased fram ,19._-., that (I) (we) last 
ign Pre 
Zee gs saw the deceased alive on 2.3 _e 
iy $8 220. SIGNATURE 2b, DATE 
ie {, SIGNED 
S3e2e L£258-G4 
Ofare / Ne Raat A, 
a 3 

238 ba WARD E H i: 
s ese Hows A. 
38 3 ae 30 BURIAL EEEMATION) [26 pe oR Tac. NAWE OF CEMETERY OB Cet 

>3 o nec 
=x ¢ 
eeees retin? | t-26- 6 LMLZE 
er 24, FUNERAL-BIRET wea SIGNATURE fs 
VR ANS (4) Babs 7 = 
TSM 949) o AL LZ MA Bae Z| emf EB 2 

x 


aond 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


U553 


|}. PLACE OF DEATH 


uc 
0, COUNTY 
Carroll 


MARYLAND: 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


0. STATE Maryland PS Soeauiels Balto,City ; 


ral director, 


b. CITY OR TOWN (If outside corporate limits, write 
RURAL ond give neorest town) 


Sykesville 


cc. LENGTH OF STAY IN 1b 


38yrs.6mos.17Hays 


c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


Baltimore BVo prep 


d. NAME OF HOSPITAL (If not in hospitol, give street address) 
OR INSTITUTION 


d. STREET ADDRESS e. IS RESIDENCE 


ON A FARM? 
913 Arlington Ave. 


|. NAME OF 
DECEASED 
{Type or print) 


First 


Annie A. 


Middle 
Youse 


Yes [] NoCK 
4, DATE Month 


Doy Yeor 
DEATH January 155 19 60 


Lost 


Peters: 


Pages 1 and 2 ha be filed with 


6, COLOR OR RACE 


Female White |wioowns 


7. MARRIED [] NEVER MARRIED [7] 
oivorceo%) 


B. DATE OF BIRTH 9. AGE {In yeors [JF UNDER 1 YEAR| IF UNDER 24 HRS. 


1880 Papi Months} Doys | Hours] Min. 


10a. USUAL OCCUPATION (Give kind of work dane 
during mast of working life, even if retired} 


Dressmaker 


10b. KIND OF BUSINESS OR INDUSTRY 


11, BIRTHPLACE (Stote or foreign country) 


Maryland 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A. 


13. FATHER'S NAME 


William E. Youse 


14, MOTHER'S MAIDEN NAME 


Margaret Lockland 


{IF yes, give wor or dotes of service) 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 


17, INFORMANT Address 


Springfield Hospital Records 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a). 


1B. CAUSE OF DEATH [Enter only one couse per line far (a), (b), and (c).] 
Coronary occlusion 


INTERVAL BETWEEN 
ONSET AND DEATH 


ours 


Then please remave carban papers. 


OOK DUE TO 


Conditions, if ony, which (b) 


Pulmonary tuberculosis 


| Years 


gove rise to immediote 
couse (o}, stoting the under. 
lying couse lost. 


DUE TO 


| Years. 


Part Il. 


Manic 


o__ Generalized arteriosclerosis 
pe SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO TI 
epressive reaction, manic types ‘ 


FORMED? 


ves] not 


ERMINAL DISEASE CONDITION GIVEN IN PART ss ihe AUTOPSY 


20a. ACCIDENT WAS UNDERLYING () 
OR CONTRIBUTING [) CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER} 


‘20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury 


‘ort | or Port Il of item 1B.) 


20c. TIME OF INJURY Month, 
Hour 


Yeor | 20d. INJURY OCCURRED. 


While Not while 
19 Jot wark [7] of wark 


Day, 
9°. m 
p.m 


MEDICAL CERTIFICATION 


= 
S 
2 
2 
vo 
2 
= 
s 
= 
a 
i= 
5 
8 
2 
H 
o 
5 
2 
a4 
FS 
= 
a 
2 
= 
a} 
e 
s 
5 
2 
= 
> 
2 
2 
ee 
aes 
es 
23 
fa 
ip 
ag 
oe 
Eg 
Bs 
23 
Se 
58 
aes 
c= 
gs 
ge 
od 


20e. PLACE OF INJURY (Home, form, | 201. (City or town} 
' 


factory, street, office bldg., etc.} | 


220_ SIGNATURE 


_—, 
to-taclii 


lel Cae ye? 


22. DATE 


MED. 
Director () 


ATTENDING STAFF 
M.D. | PHYS. PHYS. &) 


22c. PHYSICIAN'S. 
NAME (Type} 


Agustin delCampo,/ M.D. 


D 
1/1 
2d. ADDRESS. 


Springfield Hospital, Sykesville,Md, 


the State Board of Health priar ta buriol, cremation, ar remaval, and in any ev 


page 3 should be detached far use as the burial-transit permit. 


23a. BURIAL, mee ‘23b. WE, 
EMOVAL (Specify 
i ALES 


‘24, FUNERAL DIRECTOR'S SIGNATURE 


Siti --, ty, Like: 


Wa) 


ADDRESS 


o/s 


Soi 


23c. NAME OF CEMETERY OR CREMATORY 


23d. LOCATION (City, town, or county} 


Zim che, Me), 


250. REC'D BY REGISTRAR 25b, REGISTRARS SIGNATURE 


(Stote) 


We 


Cath Naat 


4 oa 86 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 NU504 
0590 CERTIFICATE OF DEATH 


cmd 


Reg. Dist. No. 


es ‘ 
8 3 es i if Lo iee DEATH 25 Ub eR es bene (Where deceased lived. If institution: Residence before admission) / r 
8 : . 
2 ee e Carroll marYLanp || ° Maryland » coNTFrederick Co,10 
# 3 3 b. ectkince “a4 (if cae creer limits, write | ¢, LENGTH OF STAY IN Tb c. CITY OR TOWN (if outside corporote limits, write RURAL ond give nearest town) 
3 on ea own 
‘eo: esvil 17 days Frederick tak See 
fee s AMEE saa {IF not in hospitol, give street oddress) d. STREET ADDRESS e. 1s RES ERE 
5 fe ~ 
ee ey Pe: ringfield State Hospital. Rt.7 (Shookstown) ves BR] No 1] 
2 = 5 ii WANE oe First Middle lost 4. DATE Month Day Year 
= os ‘ 
a 85 Ciype or prin! Albert Rudolph Phelps BeaTH 1 2 4960 
¢ = 
£ 8 b 6. COLOR OR RACE |7. MARRIED [_] NEVER MARRIED [_] | 8. DATE OF BIRTH 9. AGE {in years UNDER YEA] UNDE 2H. 
= ronths: . 
# Ore Male White wiboweD KX] DivoRCcED [] 8~16—81 78 yes. ae FOS iy 
3 a ae 10a, USUAL OCCUPATION (Give kind of work done] 10b. KIND a BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
2 885 quiees of working life, even if retired) Nanya U.S.A 
xX pow The ry eWehe 
S Res 
she 2 3 3. FATHER'S NAME JOSHUA « 14. MOTHER'S MAIDEN NAME 
cine Rwdéigh Phelps Lovisa®eyes Carpenter 
2 353 1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? 
= i ise O. | INFORMANT ‘Add 
= € 5 £ (Yer, 0, oF unknown) {IF yes, give wor or dales of service) Pad aecd 6 as 
8 ots no | ZY. Hospital records 
£ £8 
g Es "= 18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (c)-] INTERVAL BETWEEN 
hl ne Saget = PART |. DEATH WAS CAUSED BY: i 
2 3Ee was causpay. | Arteriosclerotic heart disease ears 
5 fF: 420.0 DUE TO 
Ses Genainianssitteny, which a Generalized arteriosclerosis years 
ee yee gove rise to immediote 
3 Bee couse (0), stoting the under: ( PVE TO 
br tee 2 lying couse lost, {e) 
26235 ee 
225. a N TONS CONGRIBUTING 19 DEATH UT NOT RELATED 1G THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o} 19. WAS AUTOPSY 
SSBEg 5 z oBeSAseGbLVea WLtH Serie brain disease awit paychotte reaction Re 
eas ° 
2 Pe] 
Fe peas # ]200. ACCIDENT WAS UNDERLYING C1 |20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
pee « DEATH 

234 & | OR CONTRIBUTING L] CAUSE OF 
ae = °o U [(IF EITHER, NOTIFY MEDICAL EXAMINER) 
2 S5as & [20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County} (Stote) 
2586s g ican’ oA. Whats... Nees foctory, street, office bidg., etc.) | 
okt ee a jot work {_) of work H 
Cia 3 
OF ses 
ZzZEzs 
o2<e8 

2 

£ 

38 

a 

5 

4 

2 

° 

a 


page 3 should be detached far use as the burial-transit permit. 


z To I es oe 

oe ADDRESS (Street, city or town, stote) DATE SIGNED 

a: ae , Sykesville Waryland’ °° 13-60 
=a 

Ze 1) fees Springfield State Hospital. 

S38 72d. LOCATION (City, town, or county) (State) 

opm * a 

wih Frederick, Marylan 

Q 2 23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. rec? Ii REGISTRAR ‘2db. REGISTRAR'S SIGNATURE 

Tenor M. R. Etchison & Son, Frederick, Maryland Dare : Catham £ Anse 


9/S8 


MARYLAND STATE , DEPARTMENT, OF OF is re Se —BALTIMORE, 18 


QU5U5 


el, 
sa 05j.¢ _ CERTIFICATE OF DEATH Clee b 
EY 3 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If insituion: Residence before eee y 
ota c MARYLAND || ad ON Badetdmor 
338 arroll Marylan re 

= Be b. CITY OR TOWN [IF outside corporate limits, write] c, LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside carporote limits, write RURAL and give nearest town) 
§. 52 RURAL ond give nearest town} * 
oO: \ Sykesville mo.20 days Baltimore 3Vos- ibe 
ee eS 4. NAME OF HOSPITAL (IF not in hoxpita, give rest oddress} d. STREET ADDRESS e. 5 RESIDENCE 
5 5 
g 35 Springfield State Hospital 208 S. Dallas Court ves F] NO] 
26 3. NAME OF First Middle lost 4. DaTE Month Day Yeor 
< Br . 
s 3; type o ri Albina Praglowski| Stam Jan. 10 1560 
= =8 5. SEX 6. COLOR OR RACE |7. MARRIEDYS] NEVER MARRIED [-] | 8. DATE OF BIRTH 1896 |? of IF UNDER 1 YEAR] IF UNDER 24 HRS. 
z+ 7% Min 
peene aes female white —|woown pivorceo [1] pa { yrs. 
3 € ae 10a, USUAL OCCUPATION {Give kind af wark dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
eas ae cs mast of age life, even if retired) Poland U.S. 
hayes ousewite none a eV okie 
S Bes 
eee 3 I 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
$2 4 i! Jeseph Bilek Anna Fialkowski 
€ £638 1g, WAS DECEASEDEVER IN U: S. ARMED FORCES? [16. SOCIAL SECURITY NO. [INFORMANT ‘Address 
i Gs /e3, 0, oF unknown) {If yes. give war or dates of service) 
pean no Hospital Sykesville 
a £ 
3 is 38 cS 18. CAUSE OF DEATH [Enter anly one cause per line for (0), (b), ond (¢)-] Ria ores | 
7 Re: PART |. DEAT! 
2 os 9 OFATH MEDIATE cause (o> ACuUte Bronch-pneumonia 
Daisy UGVIK DUE TO 
oo ee 
o a 
ee Conditions, if ony, whi 
ae if ony, which »_ Chronic Brain cause 
& yes Bevoliriteutautinmedicn: ke 
2 see cause (o}, stating the under. ¢ OUETO 
Eh ‘ ae lying couse lost. (c) 
eae ag 
3 ae] 3 5 et A Part tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELA IASE CONDITION GIVEN IN PART }(a}/19. peal 2ST 
25259 Ofe 

eel < : yes] NO 
Per Bess g set 
2 2 gy 
Rous = [200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature df i fortalaor Part II af item 1B.) 
Soi & |OR CONTRIBUTING L] CAUSE OF DEATH < 
Zeses & ] (IF EITHER, NOTIFY MEDICAL EXAMINER) vie 
To = Shee a a. 
B35ss & [20c. TIME OF INJURY “Month, Day, Year ]20d. INJURY OCCURRED 206. PLACE OF INIURY (Home, farm, |20fe(City or town) {Caunty) (tote) 
$5845 g ate. Soi. vniigr Sana ie factory. treet, office Bids, te) | 
z-2 3 5 g p.m, 19 lot work [] ot work [ 
O45 9 A & 
Zeane ug.._20_, 19.59, as ne 19. 60)hat | last saw the deceased 
ea ‘ 
oe eee alive an , and that death accurred ot. 34.5, fram the causes and an the date stated abave. 

7 nbonessil treet, city or town, stote) DATE SIGNED 
Bo a 

oe Be 

Oo . ACTUAL 
“y wee,s SONTATURES aie tra Ne ee 

£oRze / / 1h 
ae ae PHYSICIAN'S * 
Siete NAME type) iddeph Pores, MD, 
= z 
a £3 C8 720, BURIAL, il {DATE THEREOF Zac. NAME OF CEMETERY EMATORY 22d, LOCATION (City, town, or caunty) (State) 
ESR oe, bef 2 Ce ue i ee 
ofo eeurlie GS Legg OP 7 foes tar] Kho ae ree 
ror ws ha td vets “ADDRESS y 24a. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
VS A1S (4) 9 
15M 9/58 4A LA ta nOATE JAN *60 bua _f 


MARYLAND STATE DEPARTMENT OF HEALTH~BALTIMORE, 18 


1 55 
ee MEDICAL EXAMINER’S CERTIFICATE OF DEATH NUS 
a5 8 Reg. Dist. No. 
eae o PLACE OF DEA) a7 G J 7 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
g2 n Macon 77, Vy Sia 0. STA y 7... COUNTY é] “yf 
aay 8 MARYLAND ||, (thy Lhd é 4 
re 8 B. CITY QR TOWN itt ounide cxporate limit, write ©. LENGTH OF STAYIN Tb |] ¢. city Gr TOWN ( ‘outside corporate limits, write RURAL and give nearest town) » 

58 3 sr lee 4 yy) 
‘©: © bd Lh a < Piitadnaliod ip) 4b 
iw GMAME OF HOSP/EAL OF INSTHUTION Gt Sot in hospital; give street oddress) _° || _d. STREET ADDRESS o- 1g RESTDENCE 
2 Fy i F/ * yes [] NO pty 
3 sus 3. NAME OF Fy Fint Middle _ tot 4 Dare Month Doy Year 
pike (Type or print) NEA VT oi RATER pam] af Lb 1940 
hat 3 5. SEX 6. COLOR OR RACE |7- MARRIED EVER MARRIED ff] 8. DATE OF BIRTH 9. AGE tn yeors IF UNDER 24 HRS. 
o 
“Eg Ft ral / La f teat birthdoy) iBeyi Min. 
3 Pe /] Af wivoweo{] _pivorceo FD) | Vezey 4 6~/ § / ye. | Ser-7 0: 
o oF 10a, USUAL OCCUPATION ess kind of work done] 10b. KIND OF BUSINESS OR INDUSJRY |11. BIRTHPLACE (Stote or Foreign country) _ 2. CITIZEN OF WHAT COUNTRY? 
oa / during most of working life, even if retired) “4 L : 
52% : LD Vila Life l€lte, eh 4 AS A 
Cr ‘a NAME % 2 ‘ Ne 
Be oe Pe? Reade 
goo y tei the 
Sea 15. WAS ors EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. 
ae (Yes, no, ory {It yes, give wor or dotes of service) 2 
get Ta" tid hi 


INTERVAL BETWEEN 
‘ONSET AND DEATH 


1B. CAUSE OF DEATH [Enter st ‘one cauie per line for (a), (b), ond (e).) 
PART |. DEATH WAS CAUS! 
TMMMEDIATE CAUSE (0) 


G6 AO DUE TO 


‘ 
Canditions, if any, which ii) 


Item 18. 


gove rise to immediate coure 
{0}, stating the underlying( OVE TO 
cause last. = 7S = 
PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)|19. WAS AUTOPSY 
yes] Noy 
200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injuty in Port | or Port 1! of item 18.) 


PRIMARY [) ar CONTRIBUTING CD} 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Dy, Year [20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, $20. (City er town) (County) (State) 
Hour a.m. While Not while foctary, street, effice bidg., etc) | 
pm 19 lot work [CJ of work [J ‘ 


21. l certify that | took charge of the remains described above, held an Autopsy [_]. Inspection Kx], Inquiry BY, and find that 
death resuljéd from: Natural a Accident Oo Suicide [], Homicide [7], Undetermined cause 0. 


acruaL od? J ee’, DATE SIGNED 
SIGNATU! bs => M.D. CHIEF MEDICAL EXAMINER Oo 


MEDICAL CERTIFICATION. 


s 
=? 
= 

= 

3 

2 
a 
2 
2 
ty 

ey 

o 
a 

= 

° 

€ 
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o 

a 

oO 
2 
3 
= 
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E 
£ 
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Be 

eo 
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ae: 
£90 
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He 

ae 

Pan 
vf 
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os 

P33 
= 

sie 


TO DEPUTY MEDICAL EXAMINER: This certificote should be executed within 24 hours ofter deoth. 


TO FUNERAL DIRECTOR: Poge 3 should be used os 0 buriol-transit permit. 


= 
220, 
co 2 ean a ASSISTANT MEDICAL EXAMINER [] / 

8 Kaceibaa 2 
£252 phen / [a MES HLARS } DEPUTY MEDICAL EXAMINER P59 é 60 
gi5e Wie. BURIAL. CREMATION, [ 220. tof Taeect > os OF CEMETERY OF CREMATORY 224,,IQCATION (Gi, town, or county) {Stete) 
Bees Ie Siplaaes Zz TD 

4 Cink 225 Ld. R-. “) 


prone ives SIG) = Af ‘Qda, REC ik 2a. REGISTRARS SENAUE, 
axV - 


5M 97 
Ture Bo enti: 2 Ea 2G OX 


1 Lf) MARYLAND STATE DEPART. =, OF ee 18 059 
= Item 8 FilmG2 0-60 OUS94 
$ CERTIFICATE OF DEATH btids, 
saree ( } 5 2. . Dist, No. 
§ 3 7 ~ PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
2 = z eaeCUN Carroll MARYLAND 0. STATE Maryland b. county Carroll 
€ Es b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside carporote limits, write RURAL ond give nearest town} 
3 RURAL ond give neares! town) 4 . 
‘oS: Rural Westminster Life Rural Westminster 
= = 2 d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS. e. 1S RESIDENCE 
5 dad OR INSTITUTION { ON A FARM? 
a, Route #7 ves [NO 
3 6 3. NAME OF First Middle Last 4. DATE Month Day Year 
25 (Type or print) Enma le Reifsnider, btm January 18 19 60 
8 5. SEX 6. COLOR OR RACE |7. MARRIED [RJ NEVER MARRIED [] | 8. DATE OF BIRTH 18 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
rt lost oe Hours] Min. 
26 Female White |woowng pivorceoQ] | December & 
= 2 é 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE {Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
see during most of warking life, even if retired) 
Housewife Own Home Maryland U.S.A. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Elizabeth Waltman 


INFORMANT Address 


Mr. Claude B. Reifsnider, Westminster, Md. 
INTERVAL BETWEEN 


James F. Yinglin, 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 
Yes, ne, or unknown) (IE yes, give war or dates of service) 
| None 


18. CAUSE OF DEATH [Enter only one couse per pe for (a), (b), ond (c). INTERVAL BE 
PART I. DEATH WAS CAUSED BY: ATH 


IMMEDIATE CAUSE (0) SAexe 


Pipa 4 . , 

Lif 2% buETO x 
Conditions, if any, which ea & aaa 
gove rise to immediote 
couse (0), stoting the under ( PVE te 


Then please remave/corbo: 


: After this certificate hos been signed by the attending physici 


page 3 should be detached far use as the burial-transit permit. 
the registrar priar ta burial, cremation, ar removal, and in any event within 72 hau 


€ lying couse lost. (0) 

2 e Pamr fl OTHER SIGNIFICANT vn CBs) CONTRIBUTING TO DEATH Keck. NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(0}]19. WAS AUTOPSY 
S “sw les 

= O < yes] No) 
2 © [200. ACCIDENT WAS UNDERLYING []__]20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 

3 & | OR CONTRIBUTING L] CAUSE OF DEATH 

4 G ](E EITHER, NOTIFY MEDICAL EXAMINER) 

3 & ]20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, farm, | {20F. (City oF town) (County) (Stote) 
5 3 Rage anos foctory, street, office bldg. ets.) | 

s = lot work [[} of work 

z at | ottended the a from. 

= ao 


, 


PHYSICIAN'S. 
NAME (Type) 


— 


W. Glenn Spe 


To. BURIAL, CRE TION 7b, DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (Stote) 
Hee 
Burial Jan. 16,1960| Meadow Branch Cemetery Westminster, Maryland 
23. FUNERAL ECTOR'S. pe hee ae ADDRESS: 24a. REC'D BY REGISTRAR ‘db, REGISTRARS SIGNATURE 
S > 
iam eran 8 C.U-Kugs &hon | Taneytown, Maryland oa JAN 1.860 (Ne ror 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the deoth certificote be executed within 24 haurs ofter death. Poge 4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
‘ is ed CERTIFICATE OF DEATH QU558 


onl 
‘ 


ue Reg. Dist. No. 
M = 1, PLACE ef DEATH 2. USUAL RESIDENCE oes deceased lived. IF institution: Residence before admission) 
F b. COUNTY 
= MARYLAND f z| 
> AN! APR RALLA 
3 CITY OR Lae (IF outside ag limits, write] c. LENGTH OF STAY IN Ib €. CITY OR TOWN (IF outside corporote limits, write RURAL ond give neorest town) 
55 > URAL ‘ond give neorest own) 
‘J / ) { ; 
D ) 121 DS G f= 
A ‘d. NAME oF HOSPITAL {If not in hoapital’ give sicect odds) @. STREET ADORESS @. 15 RESIDENCE 
=o QBINSTITUTION & ON A FARM? 
ss) XL BEV Epum 3S EVE DUM ST 0) No 
£6 3. NAME OF First Middle lot 4, DATE Month Doy Yeor 
R- DECEASED 4 Ejy2 : a ee PS OF Fil, 4 <3 
y treerein LALILINE  £ ETTs | m/An, 2/ wo 
& 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER REND Cy [8 DATE OF rer SAGE (Jn yeors [EUNDER IYEAR]IF UNDER 24 HES, 
a oy D Days Min. 
5 ace Win iE become ones eee 7:7) ROBE [Ret oe | 
4 - USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
4 Dri most of w working life, even if retired) pat ck 
3 SEAS i A CME RYLAINES aXe 
& Ta. EATHER'S NAME VA. a MAIDEN NAME 
WV ib A dA fi =AA A Vip pps 


3 WAS DECEASED EVER IN u. S$. ARMED FORCES? |16. SOCIAL SECURITY < 7. hc ap } Address fi q 
(fo no wptnown) yn gr vo ord of rie) | y, Sah ee n r | 3 Ab 
) Alo lA AS Mes VWVitson Hazes Ayo) V2.) De 


18, CAUSE OF DEATH [Enter only one cause per line for (0), = ond (c).] INTERVAL BETWEEN 
PART I, DEATH WAS CAUSED B re) 
IMMEDIATE CAUSE, io Gene Ao hg 


5S, DUE TO 


Then pleose.remove corbon papers. 


the registrar prior ta buriol, crematian, or removol, and in any event within 72, 


Cénditions, if ony, which wo 
gove rise to immediote 1 
cote (o}, stoting the under { OVE TO 


& lying couse lost. (a). 

a2 Past Ul, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)} 19. Bay oie 
‘y => , ‘ 4 

oy: Lay AALg2a» ' Bio Ag ripened Catentir: Agta stoneaz,| SO so 


te has been signed by the oltending physicion ond completely 


poge 3 should be wetached far use as the burial-transit permit. 


20a. ACCIDENT WAS UNDERLYING ()__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port It of item 18.) 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20. TIME OF INJURY Month, Dey, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, ¢ 204. (City or town) (County) (State) 
Hour 0. m. While Not while _ foctory, street, office bldg., ete.) 
pm. 19 fot work [1] of work OJ ‘ 


After this certifi 


MEDICAL CERTIFICATION 


hospitol or ottending physi 


21. | certify that | attended the deceased from 15, cee IV.SZ., to___t_[ 2y_____.., 19462.,that | last saw the deceased 
ef alive on__j 2/60... 19___.___, and that death accurred at & 2 32£M, fram the causes and an the date stated abave. 
4 f "ADDRESS (Stat, city oF town, sot) | 4 DATE SIGNED 
ay ; 7 j, 
ze SGWATUR = lan, da4 > Mo. » _Lddtatd Jr Peed zl tufeo 
£6 f i 4 
2g Teas Cito VI alo) 21-7 a7 
33 ‘2g. NAME OF CEMETERY OR CREMATOR' xo Nd. i. TOCATION (City, town, or county) (Stote} 
5 a ; aa 
pe Sih Yb Neen el (LEMIUNonvihh (= /lZp 
2 


= 


aa ‘aha me 4 : aa. REC'D BY REGISTRAR | 24. REGISTRAR’S SIGNATURI 


oarJAN 2.5 60 Cithus £ Mian 


8a 
& 
& 


pa, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
O4E5 CERTIFICATE OF DEATH 


ad 


Reg. Dist. No. 


Sagere 2 
% % = 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution; Residence before odmision) 
° 0. COUNT °. b. COUNTY 
“2 ) MARYLAND y 
2 32 ® ) LD) Na ADAALA 
Ee 2g Fe b. CITY OR TOWN {iF outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN [if outside corporote limits, write RURAL ond give nearest town) 
Y 
2 ooo RURAL ond give nearest town) ae ~ 
MY @ Z (P-1 Z ~ f AL Fi Zs 
s ‘ AME OF HOSPITAL (If not in hospitol, give street oddress) , d. STREET ADDRESS @. 1S RESIDENCE 
3 o x oR INSTITUTION Y somes f, oe eS fet 
” mn ; e Ne 
ee) a a2 Zt Hf [es 
2 £6 3. NAME OF Fint Middle 4. Date Month Day Year 
Ty ss > * 
ah aie type or pin AP FOG/E= ESTELLE ie tam TK 20 sho 
= rs 6. COLOR OR RACE | 7. MaRRieD [J] NEVER MARRIED [[] | 8. DATE OF BIRTH 9. tailor IF UNDER ¥ YEAR| IF UNDER 2 eS. 
= 2 * in. 
2 Bs Sf j Z wivowen Z-—_vivorced C] C297 7C| 2 
2 Fe: él spat OCCUPATION (Give kind of work done] 106, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLAZ Cael 12. CITIZEN OF WHAT COUNTRY? 
 Oroee ing most of working lifes ‘even tf setired) 
cece = Ciyngetl Cp. zd, aS. G. 
g 585 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
695 4 
2 gee LCOGPL- Wit ppl — 
2 ra 
6 Bog LULA ta 
e £33 4 BAL WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT p 
= age (es, 00, OF unknown) (lt yes, give wor or dotes of service) ZL. 
8 off — = — LAKL JYNEBMEZ. 
2 £2 Ly 
3 28 & 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-) INTERVAL BETWEEN 
s=t 
eee ted PART J. DEATH WAS CAUSED BY: fo rc 
ee eet eng IMMEDIATE CAUSE (0 f 
5 fF : ee. - DUE TO 
> 
<= 22 Conditions, if ony, which rs 
3 ges gove rise to immediote 
3 BRE cate (0), stoting the under. (| CUETO 
a lying couse lost. (q 
228 aie 3 Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO OEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e)/19. WAS AUTOPSY 
2FOFS , |e 
£433 go \< yess] No] 
paolo re 
#3 2 y 
Po :B c = | 200. ACCIDENT WAS UNDERLYING [] ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port 11 of item 1B.) 
5825 | SRG igseer ocean 
egges & ) 
oft > 24 
Sozss & ]20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED — | 20e. pss OF INJURY aa form, | 20f. (City or town) (County) (Stote) 
~§ 5°89 ray Hour o.m. While Not whit ek peels OMe: te 
= sé 3 é 3 p.m. W lot work [7] ot work EF] ' 
Veg => 
Soar 21. | certify that | attended the deceased from,._.Ss==zecozccaz_, WIS, to A = 2 O __., 19. Othat | last saw the deceased 
‘piz3e 
eat a alive on f= Ae. 19.¢_© _, and that death occurred at.J_ 2M, from the causes and on the date stated above. 
E yO a ADDRESS (Street, city or town, stote) DATE SIGNED 
<a: ACTUAL a) = Be 
ae 25 SIGNATUR! OS a an a wf Ale ed 
faze af oa 
Z2a35 PHYSICIAN) “Ty a V/ 
gedee { NAME (Type) mu) MES iy IARSH SF Se ey 
e A = i ee ee are ee eee 
8 ae, 20. BURIAL, Longs 22h. DATE "OS C, eae iE OF CEMETERY OR CREMATORY tie! LOCATION (City, town, or county] (Stotey 2P 
~5 3~ aes y cn: = 3 
Binet LALA ep 2, Cony Nan Vt Gang. Eta LK « 
Pa &s . J | 2a. RECDAY REGISTRAR | 24b. ig IGNATURE 
t 
VsAIs(4) 4 es . ' Ontua 8. Kawa 
15M 9755 TRY 2.5 ‘60 


MARYLAND STATE DEPARTMENT OF HEALTH 


¥ 
] . DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND ) G Fi dL (} 
VL CERTIFICATE OF DEATH ; 

~ cx 05 Wn 
> 3 axe 1 pe ae a. AALIFESDENCE (Where deceased lived. If institutian: Residence befare admission) r 
5 Js Ye 2 f 
eel 3{ "4 e CG 13 MARYLAND % pea Balto,City v 
£ 3 a = b. CITY OR TOWN (if outside corporote limits, write c. LENGTH OF STAY IN Ib c. CITY OR TOWN ? autside corporate limits, write RURAL and give nearest town) 
2 3 sykes and ie seers town) 2 8 1! uh oy By gf! 
z @: esville ‘yrs .U0mose ays Baltimore 3Vol- 
4 = 3 d. NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
5 =e c OR JNSTIT! HON i pent ON A FARM? 
Rees sy ec) ringfield State Hospital 4,307 Mainfield Ave, ves L)_NO (je 
2 £5 Fiest Middle lost 4, DATE Month Day Yeor 
= B-. DECEASED | Ma Elizabeth OF 
eee: (Type or print) ry zabe Dunn = Roberts Death «= Janua 2h, 1960 
£ See 5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [] | 8 DATE OF BIRTH 9 RoC SUN ERLE IF UNDER mins 
> . 2 lonths: i 
2 22 Female White — | wiooweott] vivorceo 1] | October 16, 1872 87 yes. 3 
< i= a ¢ 10a. USUAL OCCUPATION (Give kind af work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country} 12. CITIZEN OF WHAT COUNTRY? 
g 833 ion ma ay a even if retired) South 6 Lin U.SeA 
BS vet = ol aro. a edeAn 
aS) 5 3 iS 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
2 S85 J Dun: 
£ gts ames n Commelia Rickey 
2 
= 23 3 2 . WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
= a 5 5 Ra \ron unknown) {IF yes, give war or dates of service) “ " 
g ots | ~ - Springfield Hospital Records 
s £8 
3 g 8 = 1B. CAUSE OF DEATH [Enter only one couse per line far {a}, (b}. ond (€).] INTERVAL BETWEEN 
vu =a PART |. DEATH WAS CAUSED 8Y: 3 
2 os Hwa causcpey. Pericardial tamponade ah he 
s ae Lee 1,7 DUE TO 
2 Bsc eeaiteari iF say.cwhich is Rupture of left descending coronary artery 2), hrs. 
3 BES gave rise to immediote( 
a couse (a), stating the ander. (PU Recent myocardial infarction 3 days 
Si 28 lying couse last. () ° 
a Ie Pind Bees Sl 
3 S 8 5 2 5 C Be Il. OTHER SONree IT CONDITIONS CONTRIBUTING TQ DEATH, BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)/19. WAS AUTOPSY 
SESE Bs eassocewith cere osclerosis without qualifying phrase, ba gel 
265595 N16 
= oF § © [200. ACCIDENT WAS UNDERLYING (| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | or Port Il of item 1B.) 
Zoae5 & | OR CONTRIBUTING LI CAUSE OF DEATH 
¢ 5 ao <3 U [CIF EITHER, NOTIFY MEDICAL EXAMINER} 
ie oe oi 
2 Beas & ]20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (Cavnty) {State} 
St at ray Hour 0. m. While Not while foctory, street, office bldg., etc.) | 
asEre = p.m. 19 lat work [J ot work ' 
2e5 a 21.1 certify thot (I) (this haspital) attended the deceased fram May _9y_ 19-57 to_January 2); 1940., that (1) (we) lost 
a bs e saw the deceased alive on_ January 2he 60 and that death accurred of 2. OPH the causes and an the date stated abave. 
Fy 
? 
AI =e 
bs, % 

¥ 

Fy 

a 

2 

2 

3 

Fe 


page 3 should be detached for use as the bi 


220. SIGNATURE 22b. DATE 
1 f. IG 5 iT 
= peti, hel Oprnefro-~ no [ARPS Biron cs SAL ot 1/2868 
O25 2c. ee i Po 22d, ADDRESS 
: c : Poel 
£e / Agustin delCampo, M.D. Springfield Hospital, Sykesville,Md. __ 
a oh 3 23a. BURIAL, CREMATION, 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (State) 
32 Bwkat™ | 1/26/60 Mt. Olivet 
i ig 24. FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 256. REC'D BY REGISTRAR ‘2Sb. REGISTRARS SIGNATURE 
JAN 2 6 ’60 
oi 9 Leonard $, Ruck $305 Harfond Road #1y |eN?*® Gattan £ Hawa 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
aa O52*® CERTIFICATE OF DEATH 


Reg. Dist. No. 


1, PLACE OF DEATH 


2. Wie legs Lore deceesed lived. If instltution: Residence before odmission) 
0. COUNTY 


b. COUNTY 


ike R © iq L MARYLAND: 
b. Site ae (If outside corporote limits, write | ¢, LENGTH OF STAY IN 1b 
Con sive nearest town) ‘ 
L Boo LYRE: 


d. NAME OF HOSPITAL (If not in hospitol, gi reet oddress) 
OR INSTITUTION 


eral directar, 


¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest fown) 


x Line 


r) d. STREET ADDRESS 


sheseld be filed with 


e. o Reda 
IN A FARM? 


@ 


OU 
Fee hat | last saw the deceased 


=_.M, from the causes and on the date stated above. 
ADDRESS (Street, Sh or town, Py DATE SIGNED 


Hat 


21. | certify that | attended the deceased from. 


alive See 19260. 


= ut that death eeetiod ate 


page 3 shauld be detached far use as the burial-transit permit. 


ACTUAL 


} 
SIGNATURI é¢ 


MD. = 
pxysican’s M,C,.Porterfield 
NAME (Type! 


. 
> 
Ey 
€ 
& 
°o 
2 
= 
33 oz 
= ose SS ves 
g 35 Cot 
2 £6 3. NAME OF First Middle low 4. DATE Month Yeor 
ps DECEASED <= OF 
« 25 (Type or print) DIANNE WarnvErR Nib PP DEATH Jan, 2 7 960 
= 
PAO. 5. SEX 6. COLOR OR RACE |7. MARRIED [NEVER MARRIED [} | 8. DATE OF BIRTH “er HEUNDER aes TF UNDER 24 HRS. 
=) =, ont Hi Mi 
i 3 h ) CEMPLE VO FEE |\cowe Oo pvorcent) | O07; (8,1 ‘eal pee if hats a a | ie 
2 FR, TOe. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Siote or foreign 17s 12, CITIZEN OF WHAT COUNTRY? 
3 8 3 during mos! of Cees ‘even if retired) Me & 
£ pee | fouse ket pive own fleme | Carrohk Eo. Ma. U.S. 
3 S835 13. FATHER'S NAME V4. MOTHER'S MAIDEN NAME 
o i, £ 
s35¢ [tEvRy fF Warner Lyaia Mieker 
: 
= £33 1, WAS DECEASED EVER INU. S. ARMED FORCES? [16. SOCIAL SECURITY NO. [17. INFORMANT ‘Address 
et eR (aio k eee (aig: pene b aacion ACTA a L #R ys 4 
5 pfs Wo 217-18-738% Wm. J PP iNeBoro, Yo, 
er 
3 & g = 18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond (c)-] INTERVAL BETWEEN 
3 205 PART |. DEATH WAS CAUSED BY. F SAN ee ks 
ree IMMEDIATE CAUSE (o)_Uremia 
5 #8? 2D lo X DUE TO 3x, years 
= 3z> Conditions, if ony, which » General Arterisclerosis v 
S$ QE gove rise to immediote 
= 25 ; DUE TO 8 - 10 years 
res Wag cone ies | SN, Diabetes Mellitus J 
oe73F lying couse lost. 
228 a S Past Il, OTHER SIGNIFICANT a CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}]19. WAS AUTOPSY 
2s2i5 Ole 
2. 
eh S55 5 ves [J] No) 
2 9 
Kot s§ © [200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port It of item 16.) 
egeee & [Or CONTRIBUTING DO) CAUSE OF DEATH 
ZPez5 & [GF EITHER, NOTIFY MEDICAL EXAMINER} 
Yspes & [2c TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, form, | 20F, (City or town) (County) {Slote) 
Folss 5 our neem > While Notiwhile, foctory, street, office bldg., etc.) | 
Bee°5 ed pom. y Jot work [] ot work [7] ' 
OE 525 
Z232Rc 
o2<a82 
rd 3 
E 2 
< - 
a 2 
° iy 
28235 
= * 
= : 
g2Zz52 
= £ 
° = 


fe 
Ze. snow och Wb. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 
Cte 
JSHOVAL Se ee ee NIOW LINE BORO Dia. 


RESS ‘2d. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 


paveAN 2 7 60 Gottug £ FGaur 


& 
= 
2a 
aS 
tors 


; MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 {} O45 L 2 
O52 CERTIFICATE OF DEATH ale 


2, USUAL RESIDENCE (Where deceosed lived. If institutian: Residence before odmissian) 
MARYLAND a. STATE b. COUNTY " 


. PLACE OF DEATH 
a. COUNTY 


erol directar, 
(= 


b. CITY OR TOWN (If outside corporote limits, write | ¢, LENGTH OF STAY IN tb . CITY OR TOWN (If outside carporate limits, writa RURAL ond give nearest tawn) 
RURAL and give nearest town) ped : 
@ 2 Sykesville 3mos .27days Baltimore 2h 3VYo/-“ 

I d. NAME OF HOSPITAL (if not in hospital, give street address) d. STREET ADDRESS. e. IS RESIDENCE 
“4 = OR INSTITUTION 3 ON A FARM? 
OH Springfield State Hospital 3227 Fait Ave . yes] NOR) 
5 NAME OF First Middle Lost 4. DATE Manth Doy Yeor 

$ (Type or print) Joseph Frank Rychwalski card «= January 6, 19 60 
2 . SEX 6 COLOR OR RACE |7. sarRieD (] NEVER MARRIED 8. DATE OF SIRTH 9. AGE (In yeors |IF UNDER 1 YEAR| IF UNDER 24 HRS. 


Male White wipowep (] pivorceo [] February 13, 18 a aged eee (Daves Ne 


10a. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY |1?. SIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during mast of warking life, even if retired) 
Boiler maker Germa U.S.A. 
14, MOTHER'S MAIDEN NAME 


13. FATHER'S NAME 
Stanislaus Rychwalski Barbara Pietrowiez 
INFORMANT Address 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? 
Springfield Hospital Records 


16. SOCIAL SECURITY NO. 


No 


18. CAUSE OF DEATH [Enter anly ane cause per line for (a), (b), and (c}.] 


(Yes, no, or unknown) i IF yes, give war or dates of service) 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remave carban popers. 


the registror priar ta burial, cremation, ar removal, and in any event within 72 haurs after death. 


aig | DEATH MEbIATT cause (a Cerebro-arterLosclerosis Years 
334.X DUE TO 
Conditions, If ony, which w»__Ceneralized arteriosclerosis Years. 


gave rise to immediote 
cause (a), stating the under- 
lying cause lost. ©) 


Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)}19.. Nhe die 
C.B.S.assoc.with trauma. VSL NO Bt 


DUE TO 


cate has been signed by the attending physician and completely filled in by th 


4@e NDING PHYSICIAN: The low requires that the death certificote be executed within 24 haurs aftes death. Page 4 


& 
Ses 
Relate 
ae Ph 6 
435 “Als 
Qe = [200. ACCIDENT WAS UNDERLYING (]__[20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Port | or Port Il of item 18.) 
2 & JOR CONTRIBUTING L] CAUSE OF DEATH 
eo2 & | GF EITHER, NOTIFY MEDICAL EXAMINER) 
Sta & [20c. TIME OF INJURY Manth, Day, Yeor |20d. INJURY OCCURRED — |20e. PLACE OF INJURY (Hame, farm, | 20F. (City or town) (County) Stote) 
slg 8 Becro Tone 1 [White Rectrtihite. foctory, street, office bldg., etc.) | 
ad = p.m. jot work [] at work { 
a,2 ; 
ss 21. | certify that | attended the deceased from Sentember_9,, 189, to January_6,_., 19.40 that | last saw the deceased 
a<e alive on__January 55. S452 . 1960 _, and that death accurred at_2310Am, fram the couses ond on the date stated abave. 
¢ 3 ADDRESS (Street, city or town, stote) DATE SIGNED 
me] 
syst wo, _Springfield State Hospital ____1/6/59 _ 
£a2 oe 
<322 Agustin delCampo, M.M% Sykesville, Maryland. 
ve a am YL Le at ea a a aa ee ee eee eee 
Fa 82° 720. BURIAL, CREMATION, | 72b, ATE THEREOF De, NAME OF CEMETERY OR CREMATORY Z2d. LOCATION (City, town, or county) (State) 
ci # 
z52? Buda Sr”) | Jane 9, 1960 |St. Stanislaus Dundalk Avee Mde 
2 e 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Vs AI5 (4 John J. Duda 2829 Hudson St. 24, Mde pare YVAN 7 "60 Orth. us 


veh 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


1 513 
~ CERTIFICATE OF DEATH om Woe 
hs . Reg. Dist. No. 
3 5 3 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
& z g 0. COUNTY, MARYLAND L b. COUNTY 
5 3 \ 
€ b. ioliny OR TOWN (If outside corporote limits, write | c. 74 OF STAY IN 1b c. CITY OR TOWN (If outside corpotote limits, write RURAL ond give nearest town} 
B35 Ab pid ve tearspiown x pe 
7 =) 
ee: | te V hy x27 
a d. NAME OF HOSPITAL (If not in hospitol, give skeet oddress) d, STREET ADDRESS e. 15 RESIDENCE 
3 fs x OR INSTITUTION jim ON A FARM?, 
ee a YES [] NO 
8 ce 
2 £6 3, NAME OF ¢ First Middle 4. DATE Month Doy Yeor 
~ 3- DECEASED ul L 7" OF 
x 28 (Type or print) he ‘AM oSS- SHOWE. DEATH Ate / 920 
A ast 5. SEX 6, COLOR OR RACE |7. MARRIED Spavever MARRIED [[] | 8. DATE OF BIRTH F-AGE (in yeors [IE UNDER 1 YEARIIF UNDER 24 HFS 
os “ym o tbirthdoy} | Months] Doys | Hours | Min. 
= Use wiooweo] —_—owvorceo [] 4 IaD-NTS Dom. 
E 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDU HPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
5 we most of working life, even if retired) 
2 JAS. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
j Wlbeaw WM Abescery AR otd 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. INFORMANT Address 


Se Pegs ae 16 topb- Nes Us. (7 ALnena lane hegTe/Mid 


18. CAUSE OF DEATH [Enter only one couse per line for (o}, (b). ond (c-] INTERVAL BETWEEN 


= ONSET AND DEATH 
PART I. DEATH WAS CAUSED BY: mhat 
a IMMEDIATE CAUSE fo] __—" Cente (Corret. aca 


; Ee 8 


Then please remave carban papers. 


“es ; 
Conditions, if ony, which ai # clan toe ee Dhow [rx 


gove rise to immediote ———— 
couse (o}, stoting the under- ( DUETO 
lying couse lost. fo} 


permit. 


|, ond in ony event within 72 hours after deoth, 


-transi 


The law requires that the death certificate be executed with 


: After this certificate has been signed by the attending physic 


a is iS Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH, BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART I(o}|19. WAS AUTOPSY 
> o e a a 
£325 1s Pe) - yes] Nop 
~oo3o © | 200. ACCIDENT WAS UNDERLYING 5 | 206: DESCRIBE HOW wypry OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
on oS & | OR CONTRIBUTING L] CAUSE OF D 
“gees & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2stes & |20c. TIME OF INJURY Month, Dey, Year 20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
5°23 5 Hour o.m. While Not while foctory, street, office bldg., etc.) | 
zs SE z p.m, 19 lot work [] ot work [] ' 
Daa pe 7 
z = Rs 21. | certify that | attended the deceased fram,__/20-<— nan © »19%SZ., ta ae d (ee , 1942 Ghat | last saw the deceased 
6 2.2 ‘ 
Za re $3 alivean_ Mee > f ,19S°9___, and that death accurred at_Z_/A-M, fram the causes and an y date stated abave. 
7 a8 i ATE SIGNED 
a era ACTUAL / eee 
aye $5 , | |siGnarure VU b22-CHe CYASE 
faze > 
2Sa35 PHYSICIAN'S Wl [4 Fi wf 7am 
Fi ogee NAME (Type) ) OAC 
as Pd es ° To. BURIAL Cee | ‘2b. DATE "Wid ‘2c. NAME OF CEMETERY OR CREMATORY ‘22g. LOCATION (City, town, or county} (Syote) 
~D 7 ‘ 
eye be yy aa ¢ Ld Did 
eo ie ADDRESS Zhe. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
7 
Vs als (4) Yttied Hid patwAN 4 60 Onthag £ Miah 


oll 


ge 4 


ed with 


meral directar, 


cate has been signed by the attending physicion and completely filled in by the 


Pages 1 and 2 should be fi 


papers. 
fh. 


Ee) 


ficate be executed within 24 haurs oftezsdeath. Po: 


Then please remave cor 


e burial-transit permit. 


the registrar prior ta burial, cremation, or removal, and in any event within 72 haurs/after di 


IDING PHYSICIAN: The law requires that the deoth certi 
haspital or ottending physician. 


: After this cet 


NI 


6 


may be retained | 


TO FUNERAL DIRECTOR: 
page 3 shauld be detached for use 


TO HOSPITAL OR 4 


& 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
051% CERTIFICATE OF DEATH 


Reg. Dist. No. 
d Ue cea T 2. US (Where deceased lived. If institution: Residence before admissian) , 
a. o. b. COUNTY 
Carroll MARTEANO Maryland City 
b. CITY OR TOWN (If autside corporate limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest tawn) 
RURAL and give nearest tawn) 3 ‘ 
Sykesville S.llmos.24days Baltimore 30, VO/ - 
d. NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION, ON A FARM? 
d State Hospit 1915 Bri | ves 0 Noe 
. fees First Middle Last 4 bee Month Doy Yeor 
(ype or print) Martha Elizabeth Sifter oesarH = January 9, 1960 
5. SEX 6. COLOR OR RACE |7. MARRIED L] NEVER MARRIED [XX] 8. DATE OF BIRTH 9. RSs IF UNDER 1 YEAR] IF UNDER 24 HRS. 
fost, birt Y) Months| Do: H Min, 
Female White wipowep [] oworceo[] | February 23, 191 joe a hm Pte ae 
10a. USUAL OCCUPATION (Give kind of work dane| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of warking life, even if retired) 
one - Maryland U.S.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 4y 
Joseph Sifter Caroline = SE 
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? }16. Ni We INFORMANT ddress 
(Yes, no, or unknown) UIF yes, give war or dates of servica) "i 
No | QNE Springfield Hospital Records. 
1B. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and {).] tater 
PART |. DEATH WAS CAI Y: 
ral IMMEDIATE CRUSE fa) Bronchopneumonia Days 
Aa1xX DUE TO 
Conditions, if any, which mm Cerebralvascular accident (old) | Years 
gave rise to immediate 
cause (a), stating the under- ( DUE TO 
lying cause last. d 


Hour a.m, 
p.m. 


While Not while 


factory, street, office bldg., etc.) | 
jat work [1] at work [7] ! 


Zz AKtall. QTHER SIGRIFICANT CONDITIONS CONTRIBUTING TO_DEATI NOT RELATED TO JHETERMINAL DISEASE CONDITIQN GIVEN IN PART I(a)|19. WAS AUTOPSY 
2 Menfial’ def ciency: Gmbectie Lever wit! ow psychosis, pilus ep Vepsy. PERFORMED?, 
< e) Yes] No 

i | 200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of iiem 18] 

& ] OR CONTRIBUTING LC] CAUSE OF DEATH 

© [(IF EITHER, NOTIFY MEDICAL EXAMINER) 

& |20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (State) 
ir 

= 


H 
21. ak 2 W222, tpJanuary 9, 19. OMhat | fast saw the deceased 
alive on_v Exar _., and that death accurred atBs00P y, from the causes and on the date stated abave. 


/ ADDRESS (Street, city or town, state] DATE SIGNED 

swat, pelea hed Ctra wo. Springfield State Hospital 1/9/60 
i —_, 

Nauettyes) Y Agustin delCampo, M.D. _Sykesville, Maryland 


2c. NAME OF CEMETERY OR HHO ‘ ee (City, town, oF caunty) (State) 
USES PET é BLA ye 
ADDRESS Cie P ‘24a, REC'D BY REGISTRAR 24b. REGISTRAR'S SIGNATURE 
aed ate JAN 1 1 “60 


Cnhtut §£ Toand, 


q SZ tem 25 PROBE, tMARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
+ 0518 CERTIFICATE OF DEATH 


~ ce 
J & 3 "¥, fi i, ciaee ee DEATH a USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
8a o. ¢ °. b. COUNTY. 5 
< ss Carroll pea, Maryland xBaktinore “é 
ers 3 b. CITY OR TOWN (If outside reas limits, write | c. LENGTH OF STAY IN ib c. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 
a: Syke sev lie. (Ru al) 6m. 20d Balti 3 VO) 
YS esville (Rur yr. Ome . imore 6) rt 
‘ 3 
@ 2 1 ra a. ie Pipers (If not in hospitol, give street oddress) d. STREET ADDRESS. e ound keg 
[ome 
2 ae 9 “Springfield State Hospital dinkuown 531 Gutman Ave ves] NO 
5 
ere . NAME OF First Middle Lost 4. DATE Month Day Yeor 
a 2 : (Type or print} Lillian Loane Small DEATH as 29 19 60 
c = 
£ =f |. SEX 6 COLOR OR RACE |7. MARRIED [] NEVER MARRIED [] | 8. DATE OF BIRTH 9. Bouyer FUNDER i weat IF UNDER 24 HRS. 
= * Tt He Mir 
é 3 I Female White wipowen [% ——-divorceD [] -1-.7' 82. oy || as teed ea 
S 3 - 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY|11. BIRTHPLACE {Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
i) Meks. 3 Sa of at life, even if retired) M and U.S.A 
Sua et ousewife larylan 25 A. 
3 8 3 3s 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
sgt 
& Bee Gustave Loane unknown 
3 es 2 3 15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. INFORMANT Address 
5 ofs ia 35 28 | si jal aia a Unknown Springfield State Hospital record 
2 £3 
9 & 3 = 1B. CAUSE OF DEATH [Enter only one couse per line for {0}, {b), ond (¢).] INTERVAL BETWEEN, 
ou £ayz PART |. DEATH WAS CAUSED 8Y: 4 
g og- |, IMMEDIATE CAUSE (ol Heart failure 
5 fe £ Uaadd DUE TO 
S , . 7 
= 82> Conditions, if ony, which w__Arteriosclerctic cardiovascular disease 
3 3 : i) gove rise to immediote {14 
2 25 — : 
= See couse (0), stoting the under: t. . 
Seek dying couse lost. «__ Generalized arteriosclerosis 
ig 5° 3 Part dl. ER SIGNIFICANT. INDITIONS CONTRIBUTING TO DEATH BU" IT ATI AL DI bt ITH NIN PART 1 19. WAS AUTOPSY 
238£3 2) Chronic Brain" SynGrone, “aesucka ted wa th GSeuPbanee or metab oTA Si INT "|": retronweor 
gases $| growth or nutrition, with senile brain disease with psychotic reaction ves []_ No 
Caine ae & / 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 1B.) 
Zot va @ | OR CONTRIBUTING [1 CAUSE OF DEATH 
ra g ges © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
g se os S ]20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 206. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
S55es S Gor co.'m, While Not white foctory, street, office bldg... etc.) | 
apes = p.m. jot work [] ot work [J ' 
ur Ob 
2 os aS 21. | certify that | attended the deceased fram November 28, 1958. . 1960, that | last saw the deceased 
<2 . 
2 es : alive on 1-29, 19.60 ___, and that death accurred at_7 $40 M, fram the causes and an the date stated abave. 
© i ° te, ADDRESS (Street, city or town, state) DATE SIGNED 
sae ACTUAL 7 2 
Par gs SIGNATUR LI as, me RE ee oe ee eee ee 
£oxre 
£33 85 / haneiens Konstaintin Weber, M.D. _ Sykesville, Maryland 
iE £5 Ean ma eine nares ast 
& 8 3 A 2 Na. BORA ERATION ‘2b. DATE THEREOF Qc, NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) 4 (Stote) 
>a or ec 
ERPs Baltimore Maryland. 
Eye kee 2~1-60 Loudon Park 
en5 oO. 
4 - 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR 24b, REGISTRAR'S, VAT URE 
Vs Als Wm.Cook Blight Inc. 6009 Harford Rd. 1h. pareFEB 8 ‘60 | Coan 
Te 3 


MARYLAND STATE DEPARTMENT OF HEALTH _ 
cat 0: OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


O28 CERTIFICATE OF DEATH OU5i6 


ant 


21.1 certify that (I) (this Heep] attended the deceased fram... » that (1} (we) last 


: eM 
= a 
S 3 3 1, PLACE OF PEAR! 11 2, USUAL RESIDENCE (Where deceased lived. If insliulion: Residence befare admission) 
eee oH arr o. b. COUNTY 
| Re iain: Manta Maryland Baltimore City 311 
3 o 3 b. Siac Tou (lf outside auiatn limits, write | ¢, LENGTH OF STAY IN 1b c. CITY OR TOWN (IF oulside corporote limits, write RURAL ond give nearest town) 
cond give arares! town : : 

yy sykes Vite 2yrs.Inths.2bdys. Baltimore Saein 
Ke > 
a a d. A pa OSTA {IF not in haspital, give street oddress) d. STREET ADDRESS. “i B REECE 
ofa SS a = 
2 BS oy Fe} Springfield State Hospital, 5607 Anthony Ave.Baltimore 6 yes] No 
2 So - NAME OF First Middle Lost 4. DATE Month Day Year 
Rig tes Reps er enel Charles Adam Smith DEATH 1 30 1960 
7 = 
= +s S$. SEX 6. COLOR OR RACE | 7. MARRIED (] NEVER MARRIED (Bi 8. DATE OF BIRTH 9 pata seer ean unpre 2s 
: - an in. 
op Se ae Male White WIDOWED ff] pivorceo] | 7=-22—188, 7 iN 8] Doys | Hours] Min 

ag o 
3 € a 2 10a. USUAL OCCUPATION {Give kind af work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole ar foreign country} 12. CITIZEN OF WHAT COUNTRY? 
g 9 a during mast of working life, even if retired) 
6 Bs I Butcher Maryland U.S.A. 
-. Sao 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
E-} c 3 
Oa George Smith Catherine France 
5 fee 
= Ee) ad 16, WAS DECEASEDEVER IN U. 8. ARMED FORCES? [16, SOCIAL SECURITY NO. 17. INFORMANT ‘Address 
tee (es, ne. oF unknown} {IF yes, give wor or dates of service) 
§ f¢ | 212—1~6729 Hospital 
§ ots pital records 
te) Euea®. Te EE 
8 = 8 = 18, CAUSE OF DEATH [Enter only one couse per line for (0), {b}, ond (c)-] INTERVAL BETWEEN, 
al 2a PART |, DEATH WAS CAUSED BY: i 
3 35 s Cre Myocardial Infarction ys 
~ g£fE 2o0.! 
- FE “cao, DUE TO 
9 ~ : 
= 223 ica ntltGasnit doy, hi Pe Coronary artery thrombos is days 
é$ ge 8 gave rise ta immediote 
£ 25 i DUE TO 
S aags cause (0}, stoting the under- 2 s 4 
ee eee ging rcouselioits is Hypertensive arteriosclerotic heart disease years. 
eae plying couse Meats 
2 3 $ 5 z 5 Paat I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o)!19. areca Aube. 
pe | = 
a8 O |sPhronic brainsyndrome asso.with cerebrhl arteriosclerosis ves NO DF 
‘3 25 = 20a. ACCIDENT WAS_UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Port Il af item 18.) 
zs & | OR CONTRIBUTING LJ CAUSE OF DEATH 
age (IF EITHER, NOTIFY MEDICAL EXAMINER) 
g 3 5 & [20c. TIME OF INJURY Month, Doy, Veor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town} (County) (Stote) 
ates a Haur oo. m. While Not while foctory, streel, office bldg., etc.) | 
zs 3 p.m. 19 lot work [1] of work ' 
2as 
ze2 
otc 
ae ag 
Fy 
? 
fl 
< 


the State Board of Health prior ta burial, crem 


page 3 shauld be detached far use as the buri 


sow the deceased olive an-2u" ere Was and that death occurred a pene the causes and an the date stated above. 
2s. ia) a Ria rf Banal as 
Res! uw. Leh 2 ng RR eee eee, 1231-86 
O25 { rae SA tin del C = ie 
Ze NAME free) Agustin del Campo. Springfield ,tate Hospital,Sykesville,Md. 
= Suse | | = 2 ee a ee a ee 
Fa 23 2a. BURIAL, CREMATION, | 23b. DATE THEREO! Be. 2, OF OL, ‘OR CREMATORY 23d. LOCATION (City, town, or county) (State) 
~S re / 
3 Bg PSs LDGO Riaddarzr ela (et Real  Kelgrral 
me oF Gat a 20. REE'D BY REGISTRAR | 2Sb, REGISTRAR'S SIGNATURE 
ay Lol BM rem LA Gee ote 00 | sas t 4 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


2C CERTIFICATE OF DEATH 


1. PLACE OF DEATH. 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence eae oe a 
‘a. COUNTY a. STATE a b. COUNTY 


— 


jirectar, 


MARYLAND 


rote limits, write c, LENGTH OF STAY IN Ip ¢. CITY OR TOWN Ly, wtside carporate limits, write RURAL ae give neorest an 
4 
323 
aie (If nat in haspital, give street oddress) Lan STREET s ‘sha e. 1S RESIDENCE 
“OR INSTUT, yf ON A FARM? 
f fo : L ai Ze ves NOR 


. NAME OF Middle last 4, CLE. Manth Doy Year 
DECEASED sg 


iigeeteripeintl Char. QbLBAYH ge high S 4 / th Stara EAL yp 7 9 Ge 


S. SEX “yh | tbh COLOR OR pace |7 _bephlat NEVER MARRIED [7] |B. DATE OF BIRTH 9. ABE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


last birthday) | Months] Da Hours | Min, 
wipoweo [] pivorceo [ LG / Po yes. iy 
Mele USUAL OCCUPATION ee af wark done] 10b. KIND OF BUSINESS OR "4, | 11, BIRTHPLACE hea or oe country)’ 12. CITIZEN OF WHAT COUNTRY? 


during mostOf w¢tking life, bven if retired) Lighecie- : 
Bb phl Wie ee 4, | Ai Si Ht. 
: 


13. FATHER’S NAI 


@.. 


Pages 1 and 2 shauld be filed with 


4, 


LIS. WAS DECEASEDEVER I . 5. ARMED FORCES? {16, SOCIAL SECURITY NO, |17. INFO! 


(Yes, no, oF unknown) UF fe, give wor or dates of service) 
| —_ 


pod 


18. CAUSE OF DEATH [Enter anly ane cause per line far (a), (b), and (c)-] INTERVAL BETWEEN 


. i ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: : 2 
TMMCIAM oR DSE fal Ceti wyonl otis Z — 


Ad a 
Canditions, if any, which ay Ss al orbiter Ahivere 
gove rise ta immediote 
cause (a), stating the under: ( OVE Zs 
lying cause last. {c). 
Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(a)]19. Was AUTOPSY 


ves) No] 


ie) 


The low requires that the death certificate be executed within 24 haurs after death. Page 4 
MEDICAL CERTIFICATION 


20a. ACCIDENT WAS UNDERLYING 07 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | of Port II of item 1B.) 
OR CONTRIBUTING CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Doy, Year 120d, INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City ar tawn) (County) {Stote) 
Haur 0. m. While Not while factary, street, affice bldg., = 
p.m. 1? Jat work [] at work 


After this certificate has been signed by the attending physicion and completely filled in by th 


hospital ar attending physician. 


21. | certify that (1) (this hoses 
saw the deceased alive an 


To. SIGNATURI 2b. DATE 
ATTENDING me Mie SIGNED 
M.D. | PHYS. DIRECTOR ‘ 
‘22c. PHYSICIAN’ 22d. ADDRESS t 
NAME type) 
HiWarh _E, 
73a. BURIAL, CREMATION, | 23b, DATE THEREOF We. NAME OF am OR CRE ad. LOCATION (City, town, or county) (Stote) 
BDV AL ey, 2 -S § 
tt, Lo Z Ce ZL) f 
24, FUNBRAL DIRECTOR'S SIGNATURE 250. REGRESS 25. REGISTRAR'S SIGNATURE” 
rt 
Ms aay ip DATE Cnitun £ Hina 


AZTENDING PHYSICIAN 
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may be retained 
© TO FUNERAL DIRE 


GS TO HOSPITAL OR 


=> 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


QU518 


Reg. Dist. No. 
Ve ERA re 2 Fe oe heen (Where deceased lived. If institutian: Residence before admission) 
°. : 


MARYLAND: 


MABRY AL RACUN aa 


© CITY OR TOWN (IF achide corporatefnits, write RURAL and give nearest town) 


2 Uf? WEL, NET 4) Zk Ss 


ral directar, 


S = 
m7d be filed with | 


| / d. STREET ADDRESS IS RESIDENCE 
x NEP yy MIMO ves Ei-no [] 


4. DATE Month 
OF 


} 


EE E OF i i Day Year 
iene, GUERN (EE Las Z can IBA. 6 19 G0 
5. SEX 6, COLOR OR RACE |7. MARRIED ZJ-NEVER MARRIED [[] | 8. DATE, OF BIRTH 9. AGE (In years RU IF UNDER 24 HRS. 
MALE WHITE |veomom econ | Cer. 3 As | ogrnlmn| onl 


Poges 1 and 2 she 


2 10a. USUAL OCCUPATION. (exe ie al work done| 10b. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE ae or ricreras au 12. CITIZEN OF WHAT COUNTRY? 
3 during most af working life, even if retired) F / r 

3 j wa) 2 ES TWN TER Mb RLM AT 

& 13. FATHER’S Rae 44, MOTHER'S MAIDEN NAME 

‘6 


ESSE STULLER LEANN AH LINDSAY 


Ay) ie WAS Pe ceeoeVENE RN Cs: ARMED os 16. SOCIAL SECURITY NO. Ee ee eS Address 
at, 80, Sa Rare fete oe rarvice) _ 
2H Ph - ¥ : = " 
/. Pe 2S CSS 2! ke WET MA LI KAD 


[1s CAUSE OF DEATH [Enter only one couse per fine for (0), () ond (.] SS ae UNTERVAL BETWEEN 2 


72 


Then pleose remove carbon papers. 


the registrar priar to burial, cremotian, or remaval, ond in ony event within 


PART |. DEATH WAS CAUSED BY: 3 , 
DEAT MASIATE CAUSE (a! Ck4 LD, BAAD. 
aed DuE TO 
Conditions, if any, which - 7aA) OF- £4 % 
gove rise to immediote 
cotse (0), stating the under. ( OUVETO 2 


lying couse lost, ( (<A04 Va aa AAV 2.2¢7DO SL J 


Part ii. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0)|19.. PERE Ooi 
Pl 


MED? 
ves [} NOR) 
200. ACCIDENT WAS UNDERLYING C]_ ]20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port 1 of item 18.) 
‘OR CONTRIBUTING L] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER), 
20c, TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. feels OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
figure. at While Not til foctoty, street, office bldg. etc.) ! 
p.m. lot work [-} of work H 


21. | certify that | er the deceased pee ET 12 1987, ta CAMW ALT (@\%Q..thot | last sow the deceased 


alive on_ CAML Sh, 2G .. and that death accurred ats2.7_C.M, fram the causes and an the date stated abave, 
ADDRESS (Street, city or town. state} DATE SIGNED 


fetes Mellen, D, NOTE, on Se. yy Geax RD 4 VG lO0... 


or Wihlinm hk, SrewaArT _WESTMWSTEL, MD 


ee ee re ieee A a ee 


Zz 
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After this certificate hos been signed by the attending physicion and campletely filled in by 1H 


= hospitol or attending physicion. 


3 


page 3 should be detached far use as the buriol-transit permit. 


TO FUNERAL DIRE 


ADDRESS 24a, REC'D BY REGISTRAR ‘Ub. | pecisteaRs SIGNATURE 


ae aso | 


‘Wb. DATE THEREOF Zc. NAME OF CEMETERY QR-CREMATORY 72d. LOCATION (City, town, of caunty) (State) 
ify! “a _— a t 
oe SAN: 1 Mio AMEL CEMETE? WINTER MA) RDF 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0) i} 5i £ 
0522 CERTIFICATE OF DEATH mae A 


ome 


14. ‘hae idebasde, weohar Lib 


—Unkmown-/7 phe Lhitinraer ‘ 


* ves 
EH 35 se 1. PLACE OF DEATH BAIS Aa mel NCE LUT oie hoe aoe ywcl J vs tt Reali oot) 
eer iz Carroll Maryann || ° Maryland ».couNY Howard 

£ r] WT / b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 

Le Td RURAL ond or nearest town) 4 

6: Sykesville 6 days Baltimore 27 ys 

= 2 d. NAME OF HOSPITAL (if not in hospito!, give street address) d. STREET ADDRESS: e. 18 RESIDENCE 
° # . i= OR INSTITUTION a i ON A FARM? 
¢ 55 O/ Springfield State Hospital R#4, Meadow Ridge Rd. ves (J NO 
2 5 3. NAME OF First Middle lost ‘4. DATE Month Doy Yeor 

a Es DECEASED “3 OF 60 
te (Type or print} John Thiernau beatH §=s Sanuary 39 19 

i 2 5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [X| 8. DATE OF BIRTH 9. AGE (In years 

4 : V2 ‘Zs 2 7 ren 

zt Male White wioowed I] —_bvorceo() | Unknown Ys. 

s Bog 10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLA z or as 17 12. CITIZEN OF WHAT COUNTRY? 
zg gs during most of working life, even if retired) 4 

3B ovEs Farmer 4a xl Maryland USA. 

= 2 13, FATHER'S NAME 

2 89 

3 

e 

i= 


o 
8 1, WAS DECEASED EVER IN U.: 5. ARMED FORCES? ]16. SOCIAL SECURITY NO. [INFORMANT ‘Address 
E Mbit | Hm. ono moh , 
3 No_| No - Springfield Hospital Records: 
% 
3 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] INTERVAL BETWEEN 
7 PART I. DEATH WAS CAUSED BY: ‘ P P pepe loleal? Sai 
§ IMMEDIATE CAUSE (0 i Minutes 
e Hada! DUE TO 

Conditions, if ony, which - j si Years 


gove rise to immediote 
couse (0), stoting the under. ( OUE TO 
lying couse lost. (©) 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o)|19. WAS AUTOPSY 


EREORMED? 
YES: no] 
200. ACCIDENT WAS UNDERLYING DT) 20b. DESCRI8E HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part II of item 18.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Yeor ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
Hour 0. m, While Not while foctary, street, office bldg., etc.) | 
p.m. 19 Jot work (7) ot work [J i 


DeCe 275 19.29, opJanuary 3» 1900 that 1 last saw the deceased 


MEDICAL CERTIFICATION, 


|, crematian, ar remaval, and in any event within 72 hod 


After this certificate has been signed by the attending physician and campletely filled in by th 


hospital or attending physician. 
page 3 should be detoched for use as the burial-transit permit. 


AgmeNDING PHYSICIAN: The law requires that the death certi 


ea and that death cecal ats u5P_ M, fram the causes and an the date stated abave. 
ry = / ADDRESS (Street, city or town, stote) DATE SIGNED 
rte Le vo... Springfield State Hospital __1/L/60 
ep a 
z 83 5 / Agustin delCampo, M.D¢ Sykesville, Md, 
5 38 ° Zo. BURIAL, CREMATION, 7b. DATEAHEREOF 2c. NAME Of <r 
3 2 Nok “EMETERY/OR CRI {Stote} 
oe et Becca & CLI LitiA Gules eee. Gott 
ae 2a, REGISTRAR’S SIGNATURE 


< 
& 
ba 
a 
= 
aA 


15M 9/58 


IN| EYE Liebe sn Be EZ Lo tl, , wy 


mt 


feral directar, 


Pages 1 and 2 0 be filed with 


hysician and completely filled in by th 


ing pl 


that the death certificate be executed within 24 haurs after death: Page 4 


ires 


The law requi 


After this certificate has been signed by the attend: 


hospital ar attending physician. 


e 
the registrar priar ta burial, crematian, ar remaval, and in any event within. 72 haurs after death. 


page 3 shauld be Getached far use as the burial-transit permit. Then pleose remave carban papers. 


may be retained 


TO HOSPITAL OR ATTENDING PHYSICIAN 
TO FUNERAL ep 


VS ANS (4) 
15M 10/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 Vu5<0 
Q4€¢ CERTIFICATE OF DEATH Reg. Dist. No. 


2. pasa test Ses (Where geceased lived. If institution: Residence before 
b. COUNTY 


1. PLACE OF DEATH 
o. COUNTY, 


= 


EE, MARYLAND 
b. CITY OR TOWN (if pu! Bice corporcta ini Jimits, write | c. CUD. OF STAY IN Ib 


RURAL afd give_ny 
ett eZek 


@. NAME OF HOSPITAL (IF not in LE) give street OD Ze e. 1S RESIDENCE 
4 OR INSTITUTION ON A FARM? 
YES E No bax 
3. NAME OF First Middle 4. le Month 
(Type or print) Bertha E. Tillsan. DEATH LEAT + 19 ee 
S. SEX 2 6. COLOR OF RACE | 7. MARRIED BI NEVER MARRIED [7] | 8. DATE OF BIRTH GE (In years {I RJ IF UNDER 24 HRS. 
fost burthdoy) Min. 
J) : wipowep [] Divorced [] a [Ff (A yrs. 
¥Oo. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 17 ie LACE S or ca gn country) 12. we OF WHAT,COUNTRY? 
duyipQ most of ys, J even if retired) 
L¥ELLa, Ze MA 
13. FATHER'S NAME Be 7. 14. MOTHER'S M. 4 oe 
- 4/F 
(YZ 
1S WAS DECEASED EVER IN U.S. “anes FORCES? |16/6OCIAL re NO. [17. INFO| ‘Address 
{Yes. no. oF ny UF yes, give wor or dates rervicel 
| he, _. Letifrre. 
18, CAUSE OF DEATH [Enter only one couse per line, a Be ond (€)- ee ee INTERVAL BETWEEN 


ONSEL ID DEATH 
ig Nubs 


gove rise to immediote 


PART |. DEATH WAS CAUSED BY: 
= IMMEDIATE CAUSE iia, ee 
i 20+ DuE TO 
Conditions, if ony, which re ¢¢cor ~ Nee o WNPEeVSA 


DUE TO 

couse (0), stofing the under- Te te 

Wimaeaatene 1p erTéenwSioy_y—-Arlerros c/eras 16 Fase 
‘3 Pam Il. OTHER SIGNIFICANT CONDITIONSICONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifo] 197 WAS AUTOPSY 
= PERFORMED? 
S ves] No 
& | Re ACCIDENT was UNDERLYING C) T20b. DESpaeE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port lof item 18.) 
& | OR CONTRIBUTING U1 CAUSE OF DEATH 
| GF ETHER, NOTIFY MEDICAL EXAMINER) 
2 
& [20c Time OF INDURY aor Yeor ]20d. INJURY OCCURRED ]20e. PLACE OF INUURY peeren T20F. (City or town) (County) (Stote) 
a Hour 0. m. While Not while pair gerne Aree ss : 
= pom. TE hes send Lot werk — — 


21. | certify that | attended the deceased fram /._—— 


Bis 7 (U~ fr? ___that | last saw the deceased 
alive on 


ram the causes and an the date stated abave. 
DATE SIGNED, 


eh (Bo 


a AF wiv eS Z 


NAME (Type) pat AI 2 Se ee 
Md. LOCATIONA City, gown, orcownty) gfe! 


[70. BURIAL, CREM aoe CREMATION, | Wb, DATE THEREOF | 7ia.4 
eee 7e- GO Yic~ OD LZ, Meer ufperds. [e JB * 


\ as DORE’ y REC'D BY REGISTRAR | 2b. Mipsacr S SIGNATURE 
\Z LT ppcwte re pe © 


--2, and that death accurred at_ 


Ane dean to A, 


PHYSICIAN’ 


r 


< 


th. Page 4 
file 


lea 


runerol directar, 


& 


Pages 1 and 2 should 
w% 


in papers. 
th. 


ined by the attending physicion and campletely filled in by th: 
Then pleose remave cor] 


(4) 


fter this certificate has been 


page 3 should be detached for use as the burial-transit permit. 


IDING PHYSICIAN: The law requires that the death certificote be executed within 24 haurs aft 
the registrar priar ta burial, crematian, or removal, and in any event within 72 hours, 


hospital or attending physician. 


« 


may be retained 
TO FUNERAL DIREC 


TO HOSPITAL OR 


< 


Sats (4) A 


5M 9/5B N 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 . 
0522 CERTIFICATE OF DEATH QU567 


Reg. Dist. No. 
1, PLACE OF DEAT! 2. betas RESIDENCE (Where deceased lived. If Ng before admissi: 


a. COUNTY LA b. COUNT 
MARYLAND 
LLL a i >> 4 


{If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b az TOWN outside corporate limits, write RURAL ond give nearest town) 
. 


jon) 


b. CITY OR TO" 
RURAL ondffive neareyt to 


ad 
d. E OF rhe al (If not in hospital, give street oddress) d, e. IS RESIDENCE 
INS” ON A FARM? 
Leiter Eat. ef’, ves LE} No 
3. NAME OF First 
DECEASED 


5. SEX 6. COLOR OR RACE |7. MARRIED K] NEVERHaRRIED [] |B. en 
y 7 — st birthdoy) [Manths] Doys | Hours| Min. 

wHBewED [] Owerece [] ZB 4) VE Hee S aad 

10a. USUAL OCCUPATION (Give kind of work me 10b. ae OF BUSINESS OR INDUsTRY || WBIRTHPLACE (state or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

during most of Bee. Le, oa iF r ga ¢ 
3. A poe 'S NAME 14, MOTHER'S MAIDEN NAME 
gh x 
CZ tlge IAL CH Z- FY. Zig 
15. WAS sade TN U. 5. ARMED FORCES? |16, SOCIAL SECURITY NO. {7 wadress 


es Sate aa dak ct orice oe 
off WW BIB 2R-LeGH ANG Fe A 


(Yi, CAUSE OF DEATH [Enter only one couse per line for (a), roe (d. \ 


INTERVAL BETWEEN. 


ONSET, DEATH, 
PART |. DEATH WAS CAUSED BY: R an) 
4 IMMEDIATE CAUSE (o) Gis ie) NA y OCChKuUSiIC N iv, 
wat DUE TO y 
( l )\ & te c 
Conditions, if ony, which Fe te RIO SCKERO Me ISEASE lo YRS 
gove rise to immediote 
cavse (0), stating the under: ( DUE TO 
1g cause last. a 
re Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART T(o)|19. WAS AUTOPSY 
< yves[} No) 
= [20c. ACCIDENT WAS UNDERLYING L]__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port I! of item 1B.) 
& ] OR CONTRIBUTING C] CAUSE OF DEATH 
G | UF EITHER, NOTIFY MEDICAL EXAMINER) 
& [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, farm, | 20 (City of town) (County) (State) 
= Bute ont Whe Sed vite foctory, street, office bldg., etc.) 
S p.m. 19 Jot work [] ot work ' 
21. | certify t! tae e a fram.+ tone JAN. VS 19©° that | last saw the deceased 
alive an__ 1 , fram the causes and on the date stated abave. 


ACTUAL 
SIGNATURE. 


thy F ESS (Street, i) or town, stote) AD D 
nasa Hy FE Sea dis.. A) 
‘220. BURIAL, CREMATION, | 22b. DATE THERFOF Ne. LE OF oll ‘OR = Ysleran v LOCATION (City, town, or ye {State) 


La) REMOVAL (Specify) 
24a. REC'D BY REGISTRAR ‘2ab, REGISTRAR'S SIGNATURE 
Gathug £ pea 


Exaatis ait DIRECTOR'S SIGNATURE ADDRES: 
LEIA tn lA 15°60 


eoatall 


th. Page 4 
eral directar, 


Rd 


Pages | and 2 shauld be fited with 


lea 


@ 


led in by the en 


Then please remove carban papers. 


o 


DING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs afta 
hospital ar attending physician. 


6 


the registrar priar ta burial, cremation, ar removal, and in any event within 72 haurs after death. 


page 3 shauld be detached far use as the burial-transit permit. 


may be retained 
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TO HOSPITAL OR 


WN 


zs 
ga 
ae 
Sa 
3. 
ss 


> * 123. FUNERAL DIRECTOR'S SIGNATURE 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ae 
0524 CERTIFICATE OF DEATH NUSe2 


Reg. Dist. No. 
1, ee ae alla 2. Peary ag (Where deceosed lived. If institutian: Residence before odmission) 
io ° b. CQu 4 
MARYLANI 
Carroll 2 Maryland Calvert A 
b. CITY OR TOWN (If outside carporate limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
RURAL and give nearest town) 
19 days Dunkirk 2) 
d. NAME OF HOSPITAL {If not in haspital, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
‘OR INSTITUTION ON A FARM? 
n_ State Hospital YES fr] NO [J 
. NAME OF First Middle Lost 4. DATE Month Day Year 
DECEASED OF 
(Type or print) James William Wallace DEATH Jane 4, 1960 


Sten 6 COLOR OR RACE |7. MARRIED] NEVER MARRIED [J | 8. DATE OF BIRTH 9. AGE (In years IF UNDER 1 YEAR| IF UNDER 24 HRS 
last birthday) | Months] Da; H Mi 
Male Negro = |wiowen FG] SCBForceo 8-7-1903 5 |_| Menths] Days | Hours | Min. 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |1). BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


Farmer Anne Arundel Coe, Mde U. S. Ae 
[3 FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
John Wallace Henrietta Creek 
Ne: WAS: oat every i, $. ae be speal 16. SOCIAL SECURITY NO. INFORMANT Address 
PA aes vse orcas ot vaso 
212-12=4958| James Wm. Wallace - Patient 
18. CAUSE OF DEATH {Enter only one cause per line for (0), (b), and (<).] pat Agi 
PART |. OFATIUMPDIATE cause jo)__ Cardiovascular insufficiency 
143% DUE TO 
Conditions, if ony, which »__Careinoma of the right lung 
gove rise to immediate 
cause (a), stating the under. (| OUE TO 
lying couse lost. ©) 


A Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART I{o)|19. re Ser) 
= 

& yes) Not] 
= /200. ACCIDENT WAS UNDERLYING C]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port II of item 18.) 

& | OR CONTRIBUTING [] CAUSE OF DEATH 

G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

& [20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
a Hour a.m, While Nat while factary, street, affice bldg., etc.) | 

= lot work [_] ot work ! 


21. | certify that | pieaded the Perec from_____ De Co 16,, 19.39, to__Jame by 1980 thot | last sow the deceased 
r) 


aaeen _ ond thot deoth occurred atl 200p,, from the couses and on the dote stoted obove. 
ADDRESS (Street, city or town, state) DATE SIGNED 


1-4-60 


musicians ‘Dr. Edgars M. Maculans, Supt. Henryton State Hospital, Henryton, Md 


22d BURIAL, CREMATION, | 22b. DATE THEREOF 


; 72d. LOCATION (City, town, of count Stot 
REMOVAL (Specify) Y) (Stote) 


tre Ca. Wd 


24a. REC'D BY REGISTRAR 2d4b. REGISTRAR’S SIGNATURE 


~ Wim: 
ADDRESS 


foe ee ea 


th. Page 4 


ry 


aft 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by the weneral director, 


Pages 1 and 2 shauld be filed with 


jave carban papers. 


'2 haurs after death. 


Then please, 


IDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs 


fe hospital ar attending physician. 


ined 


page 3 shauld be detached far use as the burial-transit permit. 


TO HOSPITAL OR 
may be ret; 


& 
> 
a 
= 


15M 9/58 


, crematian, ar remaval, and in any event withi 


the registrar priar ta buri 


003 


I 


he 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 52 
0525 CERTIFICATE OF DEATH Reg. Dist. No. ly ee 


a Late ar Mpa etal fe (Where deceosed lived. If institutian: Residence before admission) 

° °. b. COUNTY 

Carroll Pe ee Maryland Talbot v4 
b. CITY OR TOWN {If autside carporote limits, write c. LENGTH OF STAY IN 1b c. CITY OR TOWN ((f autside corporate limits, write RURAL ond give nearest town} 
RURAL ond give neorest town) Sa, 
Henryton, Maryland| 224 days Trappe a and 
d. NAME OF HOSPITAL (If not in hospitol, give street address) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ‘ON A FARM? 
Hen on State Hospital Route 2 ves 2 NOD] 

3. NAME OF Middle last F Doy Year 

DECEASED | - 

{Type or print) Savaniel Warner 19 60 
5. SEX 6. COLOR OR RACE |7. MARRIED [5g NEVER MARRIED [(] | 8. DATE OF BIRTH 9. AGE (In years IF UNDER 24 HRS. 

lost birthday) mae 
Male Negro |WiooweoQ] —_—tvorceo =5-1897 62 ys. 
10a, USUAL OCCUPATION (Give kind of wark dane} 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE {State ar fareign country) 12. CITIZEN OF WHAT COUNTRY? 
during mast of working life, even if retired) 
Laborer Farm Trappe, Maryland USA 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
John Warner Rosa McLaughlin 
15. WAS DECEASED EVER IN U. $. ARMED FORCES? |16. SOCIAL-SECURITY NO. INFORMANT Address 
{Yes, no, of unknown) {If yes, give wor or dates of service) 
9 | Unknown Raymond S. Warner - Patient 


rae nye 
23. FURJERAL DIRECTOR'S Cees Ww, 7, ADDRESS 24a. REC'D BY REGISTRAI . REGISTRAR'S SIGNATURE 
CFF _ k> eth H/ 2 By wi d~ OATHAN 1.4 "60 Athan Pf 


INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), ond (c)-] INTERVAL BETWEEN 


TMT! OMT Us ASE Nia, _ Cerebrovascular Accident 


Ii @ DUE TO | 


Canditions, if ony, which Chronic Lymphatic leukemia 


gave rise to immediote | 


“a 


couse (c), stoting the under ( OUE TO 


tying couse lost. @Pleurisy with effusion left. 


a Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)]19. WAS AUTOPSY 
= 
s ves] no] 
= 200. ACCIDENT WAS UNDERLYING []_[20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | ar Part II of item 18.) 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
& JF EITHER, NOTIFY MEDICAL EXAMINER) 
& |20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, farm, | 20F. (City or town} (County) (Stote} 
rat Hour 0. m. While Nat while factary. street, office bldg., etc.) | 
= p.m. 19 Jot work [J] at work] 1 
21. | certify that | attended the deceased fram a 19.29, to_ a 120 that | last saw the deceased 
alive an ary 5 By he. and that death accurred at__3__PeM, fram the causes and an the date stated above. 
bh Ip. ADDRESS (Street, city or town, stote} DATE SIGNED 
ACTUAL BAS fi Seetend coord Gy x 
SIGNATURE. MO. 
PHYSICIAN'S, 
NAME (Type) Edgars M. Maculans, M. D. 
72a. Blipl, CREMATION, | 22b. DATE THEREOF Qe. NAME OF CEMETERY OR CREMATORY 22d. LOGATION (City, town, or county} (Stote) 
"REMOVAL (Specify) 1-10-60 
bb. Mea : md ~ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 G 5 Z 4 
952° CERTIFICATE OF DEATH wes 


. PLACE Of DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admissian) 
TY ©. STATE b. COUNTY 


MARYLAND Maryland Balto. City A 


b. CITY OR TOWN (If autside carporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest tawn) 
RURAL and give nearest town) 


Sykesvi Ile 3y.1m.29d. Baltimore, Maryland BVO 


d, NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ‘ON A FARM? 
Springfield State Hospital 222 N, Collington Ave ves [] No Gt 


5 eres First Middle Last 4. DATE Manth Day Year 


(ype or in FRANK JOHN WORTECK | Pears Janua 19 60 


SEX 6. COLOR OR RACE ]7. MARRIED jg NEVER MARRIED [-] |®. DATE OF BIRTH 9. AGE (in yor [IFUNDER 1 YEARIIF UNDER 24 Hs. 
lost birthdoy) Month: 
Male White wipoweo [] pivorceo [1] 12-16-1893 66 on. ; 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar fareign country) 12. CITIZEN OF WHAT COUNTRY? 
Police ‘of warking life, even if retired) 


Policeman Maryland U.S.A. 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


John Worteck Margaret 


. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT ad Address 


Ho PT 2 fic 2b -1/4 Records, Springfield State Hospital 


1B, CAUSE OF DEATH [Enter only one couse per line far (a), (b). ond (<)-] INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: . 
"|. IMMEDIATE CAUSE (o| Massive hemorrhage of abdominal aneurysm Minutes, 
f x DUE TO 
Conditions, if ony, which R Generalized arteriosclerosis. Years. 
gave rise 10 immediote 
couse (0), stoting the under. ( DUE TO 
lying cause fast. © 
Paet Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)|19. WAS AUTOPSY 


Involutional psychotic reaction. Rage 


i 


filed with 


th. Page 4 


ed in by e director, 


lea 


ding physician and campletely 


200. ACCIDENT WAS UNDERLYING C1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il af item 1B.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, form, | 20f, (City or town) (County) (Stote) 
Haur a. m. While __ Not while foctory, street, office bldg., etc.) ! »* 
19 Jot wark [7] at wark [J 1 


21. I certify that | attended the deceased from___November 6 19.56, to.__January_5, 19. 60that | last saw the deceased 


alive on_January 5 , 1960____, and thot death accurred at7300.4M, fram the causes and an the date stated abave. 
= ADDRESS (Street, city or town, stote) DATE SIGNED 
PHYSICIAN'S 


LLL Onrefle vo. Springfield St 
NAME (Type) 


220. BURIAL, ene Ib. DATE THEREOF Tc. MAME OF 1 Coa (Stote) 
OVAL (Speci 
y yw WOO tf A 
4 RAL DIREC n 


MEDICAL CERTIFICATION 
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haspital ar attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been signed by the atten 


s 


may be retained « 


the registrar prior ta burial, crematian, ar remaval, and in any event within 72 hour 


page 3 shauld be detached far use as the burial-transit permit. 


GNATURE ‘2db. REGISTRAR'S SIGNATURE 
Onthun £ 


& TO HOSPITAL OR 


a 
= 
La 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
050 CERTIFICATE OF DEATH sd. an ve UU OMS 


~ cx 
& 3 fet 1. PLACE OF DEATH 2 USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
8 2. COU ° b. COUNTY 
- 528 arroll MARYLAND Maryland Carroll 
= De b. CITY OR TOWN (If autside corporate limits, ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If autside carporote limits, write RURAL ond give nearest tawn) 
g 62 RURAL ond give nearest jown) by Im 16d is 
o 2 Sykesville (Rural) Buy X% Route 1, Westminster, Maryland 
= ty 2 d. NAME OF HOSPITAL {If not in hospitol, give street address) d. STREET ADDRESS we. IS RESIDENCE 
oes ps OR INSTITUTION P / ON A FARM? 
y's Springfield State Hospital ves Noga ? 
3 c z 
2 £6 3. NAME OF First Middle ! 4. DATE lonth Yeor 
Ue DECEASED OF 
x 37 DECEASED MAMIE saee ZEEE org va te Te 
c= 
= 28 5. SEX 6. COLOR OR RACE 7. MARRIED L] NEVER MARRIED [X] |8. DATE OF BIRTH L. 9. BGE te years aU ea TYEAR ree 24 HRS. 
53 4 ths] De Min, 
= By Female White |wioowe pivorcen C] | Ham 1825 wep a 
a 
3S € be 10a. USUAL OCCUPATION (Give kind af wark done|10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Stote or fareign country} 12. CITIZEN OF WHAT COUNTRY? 
I 8 a3 during most af warking life, even if retired) S M land U.S.A 
; Bowes Housework Thie"Family Hom ary: Dele 
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